FEBRUARY 1953 


Southern Medical Journal 
Journal of the Southern Medical Association 


Copyright, Southern Medical Association, 1953. Published monthly by the Southern Medical Association, Empire 
Building, Birmingham 3, Alabama. Annual subscription $10.00. Entered as Second-Class Matter at the Post Office at 
Birmingham, Alabama, ‘under Act of March 3, 1879. Acceptance for anne at special rate of postage provided 
for in Section 1108, Act of October 3, 1917, authorized December 20, 1921. 


Southern Medical Association, Forty-Seventh Annual Meeting, Atlanta, Georgia, October 26-29, 1953 


TABLE OF CONTENTS 


The Southern Medical Association, Its 
Past and Its Future. R. J. Wi 


Huntington, West Virginia 


The Mississi - State Medical Education 
Loan D. S. Pankratz, 


The Georgia Civil Defense Health Serv- 
ices Plan for the Treatment of Mass 


Discussed by John M. Whitney, Atlanta, Geor- 
gia; Joseph E. Schenthal, New Orleans, 
Louisiana. 


Stars in the Heavens. J. P. Sanders, 
isi lll 


Recurrent Pterygium. Alfred A. Nisbet, 
116 


Iron Metabolism in Anemias 
nancy. Hugh G. Hamilton, Robert S. 
Higgins and Webb S. Alsop, Jr., Kansas 
City, Missouri 117 

Discussed by Curtis J. Lund, Rochester, New 


York; Stanley A. Hill, Corinth, Mississippi; 
Willis E. Brown, Little Rock, Arkansas. 


Roentgenologic Considerations of Gastro- 
Intestinal Lesions Causing Hematem- 
esis. Robert D. Moreton, Fort eee 


Discussed 
a. 


Recent Advances in the Di is and 
Treatment of Cerebral Vascular Acci- 
dents. Exum Walker, William W. 
Moore, James R. Simpson and F. Vat- 
nar Kristoff, Atlanta, Georgia ; 


The Diagnostic Evaluation and a Simple 
Technic for the Removal of Varicose 
Veins. Charles R. Doyle, St. Louis, 
Missouri 


Granuloma Gangraenescens: Report of a 
Case. V. Pardo-Castello, F. Leon 
Blanco and R. Rivera del Sol, Havana, 


Thorium-X in Dermatology. John van 
de Erve, Jr., Charleston, South Caro- 
lina 


Discussed J. W. Calvert, Bluefield, West 
Virginia; Hermann K. Pinkus, Monroe, Mich- 
igan; Gerald M. Frumess, Denver, Colorado. 


Cutaneous Papillomatosis, Pseudo-Acan- 
thosis Nigricans, and Benign Acantho- 
sis Nigricans. Morris Waisman, Tampa, 
Florida 162 

4 by J. Lamar Callaway, Durham, 


Carolina; Francis A. Ellis, Baltimore, 
Maryland. 


Organic Hyperinsulinism: Surgical Man- 
ee PRaleigh R. White, Temple, 
Texas 169 


Function and Morphology in the Classifi- 
cation of Nephroses. Paul Kimmelstiel, 
Charlotte, North Carolina 


Continued on next page 


j 
VOLUME 46 NUMBER 2 
‘ 
136 
143 
1 on 
: 
175 
| by Stephen W. Brown, Augusta, : 
Bis 
Ned a 


TABLE OF CONTENTS 


Continued 
Pre- and Postoperative Care in Proctology. 196 
— F. Elkins, Springfield, i Congestive Heart Failure and Sodium Reten- 


Office Orthopedics. Guy A. oo, 
New Orleans, Louisiana 


Discussed by R. Beverly Raney, Chapel mga 
North Carolina. 


An Introduction to the Problem of the 


The Use of Antabuse® in the Alcoholic 
Problem. John J. McAndrew, Miami, 


Sexual Precocity: Case Report. Richard 
G. Skinner, Jr., Jacksonville, Florida .194 


CORRESPONDENCE ................. 201 
203 
BOOKS RECEIVED .................. 205 
SOUTHERN MEDICAL NEWS ........ 206 


1953 PUBLICATIONS 


Cotuis; FANCONI AND WALGREN’S TEXT- 
BOOK OF PAEDIATRICS 


~< edition edited by W. R. F. Collis, 
Dublin University. 

1124 pp., 450 illus., 19 in color, $19.50 

A completely new jiatrics text containing 
ideas still on the fringe of advancing med- 
ical science. Nineteen contributors, each an 
authority in his own branch of the subject, 
combine to make this an impressive new 
text. 


Iason: GASTRIC CANCER 


By Alfred H. Iason, M.D., Adelphi Hospital, 
New York. 


$28 pp., 100 illus., $7.50 


Iason’s newest book specifically and com- 
prehensively deals with a single subject— 
tric cancer, how to diagnose and treat it. 
he approach is simple and complete: every 
surgeon will be interested in Gastric Cancer. 
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prescribe. 


\ 
10% VEPT. sowzions 


CINVERT SUGAR) 


twice the calories of 5% Dextrose 
in equal infusion time 


with no increase in fluid volume or vein damage iS 


With 10% Travert solutions, atpatient’s carbohydrate 
needs can be more nearly Satisfied. 


Travert solutions are sterile, crystal clear, 
colorless, non-pyrogenic and non-antigenic. They are 
prepared by the hydrolysis of cane sugar and are composed of 
equal parts of p-glucose (dextrose) and p-fructose (levulose ). 


electrolyte imbalances, acidosis and alkalosis, 


Nine Travert solutions enable the physician to correct 
as well as supply twice the calories of 5% dextrose. 


Travert is a trademark of BAXTER LABORATORIES, INC. 


products of 


BAXTER LABORATORIES, INC. 


Morton Grove, Illinois * Cleveland, Mississippi 
DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES « EVANSTON, ILLINOIS 
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In spite of its fabulous therapeutic potency, vita- 
min B,, is virtually nontoxic. Chow reports that, 
“experimentally, over 100,000,000 times the minimal 
effective dose is without toxic effects.” 


Vitamin B,, is rapidly replacing liver extract for injection therapy, since “it causes 
less discomfort at the site of injection, does not give rise! 
untoward reactions and is less expensive than liver.’ 


February 1953 


The therapeutic usefulness of vitamin pu 
is constantly being expanded. In addi, 
to its value in the treatment of pernicioy 

anemia, nutritional macrocytic anemig sé 
and as an appetite stimulant, there is noy 
evidence that Vitamin B, is an importay 
agent in the treatment of viral hepatitis, 4 
“Patients (with hepatitis) who receive 
vitamin had a more rapid retup 


to normal appetite and liver size. ..% 


than those not receiving supplemeni 
vitamin By. 


Supplied: Repisot Soluble Tablets, ¥ 
meg. crystalline vitamin By, vials of Siam 
bottles of 100; 50 mcg., vials of 36. Repsol 
Elixir, 5 meg. vitamin B,, per 5 cc., in pil 
SPASAVER" and gallon bottles. Repiso 


Injectable, 30 mcg. vitamin B,, per cc, i 
10-cc. vials; 100 meg. per cc., in 10-ce. vials 
Sharp & Dohme, Philadelphia 1, Pa. 


. Spies, T.: International Conference on Vitamins and Hor 
mones, Havana, Cuba, 1952. 

. Chow, B.F.: Southern Med. J., 45:604, 1952. 

. Conley, C.L., Green, T.W., Hartman, R.C. and Krevan, 
J.R.: Am. J. Med., /3:284, 1952. 


. Campbell, R.R. and Pruitt, F.W.: Am. J. Med. Sd. 
224:252, 1952. 
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In terms of weight, and by a very wide margin, the two most potent nutritional substances are vitamin By» 
and vitamin D. And of these two, vitamin B,, is 100 times more potent. A single microgram of vitamin By 
is therapeutically active. 
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A NEW MOSBY BOOK! 


Hansel’s 


Clinical Allergy 


A complete presentation on general allergy 
—with practical appeal for every one in medi- 
cine. 


The whole problem of the allergic patient 
with hay fever, bronchial asthma, urticaria, 
eczema, contact dermatitis, headache, and 
other manifestations is presented with a new 
method of approach by which local and con- 
stitutional reactions may be avoided when the 
injection of various allergenic agents is neces- 
sary. Simplified methods of treatment of hay 
fever and the reactions to antibiotics which are 
commonly encountered will be of particular 
interest to the general practitioner and the 
pediatrician. 


Five chapters are devoted to the specific 
problems in allergy as related to infants and 
children. They concern the respiratory and 
gastrointestinal tracts, and the various derma- 
tologic conditions of allergic origin. 


One of the most marked advances in therapy 
—based upon the principle of the “small or 
optimum dosage’”—is presented for the first 
time. This therapy is particularly helpful in 
the management of the problem of desensitiza- 
tion or immunization of the patient to pollens, 
house dust, miscellaneous inhalants, patho- 
genic molds, vaccines and other agents. It has 
also been especially effective in the use of the 
extracts of the pathogenic molds such as tricho- 
phyton, spidermophyton, and monilia. 


Allergic headache, migraine, and histaminic 
cephalalgia are now recognized as definite and 
distinct types and the newest therapy in their 
management is presented. 


Cardiovascular allergy is covered—especially 
as it is related to the use of tobacco. 


By Frencu K. Hanser, M.D., M.S., Director, Hansel 
Foundation for Education and Research in Allergy, 
Chief of Allergy Service, DePaul Hospital, St. Louis. 
1005 pages, 86 illustrations (3 in color). Price $17.50. 


Name 


| Address 


(] Enclosed find check 


SMJ-2-53 


The C. V. MOSBY Company, 3207 Washington Blvd., St. Louis 3, Missouri. 


Please send me: 


Hansel’s CLINICAL ALLERGY—S17.50 


(] Charge my account 


4 

| 
| 
| 
ey 


Vol. 46 No. 2 


SOUTHERN MEDICAL JOURNAL 


ifier 


| 
| 
i 


SOUTHERN MEDICAL JOURNAL February 1953 


RYN 


to replace codeine in 


syrup tablets 


“‘Toryn’ is a new, non-narcotic antitussive compound which (1) reduces 
the sensitivity of the cough reflex and (2) relaxes spastic bronchi 


to promote expulsion of dense secretions. 


*Toryn’, 10 mg., delivers a positive antitussive effect equal to 


that of codeine, 20 mg.—but unlike codeine. . . 


“Toryn’ does not cause constipation. 
‘Toryn’ has no effect on respiration. 


‘Toryn’ does not depress the patient. 


‘Toryn’ has a remarkably low toxicity. 


Available: Syrup: In 4 fl. 0z. bottles. Tablets: Bottles of 25. 


Smith, Kline & French Laboratories, Philadelphia 


#T.M. Reg. U.S. Pat. Off. for caramiphen ethanedisulfonate, S.K.F. 
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Upjohn 


cortisone 

for inflammation, 
neomycin 

for infection: 


Each gram contains: 
Cortisone Acetate... .. 15 mg. 
Neomycin Sulfate... .. 5 mg. 


(equivalent to 3.5 mg. neomycin base) 


Available in |] drachm tubes with 


Neosone 


Trademark 


applicator tip 
OPHTHALMIC OINTMENT 


The Upjohn Company, Kalamazoo, Michigan 
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LEAF Route 


° 


To 
DIGITALIZATION 


Digitalis |} 


AN D (Davies, Rose) 
0.1 Gram 


(aperex, 1% grains) 


i] law prohibits dispens- 
ing without prescrip- 
OAVIES, ROSE & CO, Lid. 

Gaston, Mass. U.S.A 


Pil. Digitalis (Davies, Rose) 
0.1 Gram (approx. 1': grains) 
Physiologically Standardized 


... provide the physician with an effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation 


via the 
dependable" Davies, Rose’ whole leaf route. 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Company, Limited Boston 18, Mass. 
PHARMACEUTICAL MANUFACTURERS D24 


[ 5 
| 
/ 


| GOop 
| 


Vol. 46 No. 2 SOUTHERN MEDICAL JOURNAL 


TWO NEW CONVENIENT FORMS OF 
* 
Polyein 


AN EFFECTIVE... SAFE... CLINICALLY PROVED’ ANTIBIOTIC COMBINATION 


~POLYCIN LIQUID POLYCIN SOLUBLE TABLETS 


...iS indicated in otitis externa? and other . .. dissolve readily in water or normal saline, 
skin conditions where dropper administration also in 50% water-alcohol or water-propylene 
is preferred . . . particularly in infections har- glycol mixtures. They provide a flexible 
boring mixed organisms, or where Pseudo- dosage form for preparing extemporaneous 
monas aeruginosa is involved. Its special antibiotic concentrations to be used in wet 
base allows exceptional diffusion of con- dressings, sprays, or irrigations. 


tained antibiotics.* 


A RAPIDLY-GROWING BIBLIOGRAPHY 


The published literature on Polycin Ointment testifies to the superior 
clinical value of this combination of polymyxin and bacitracin, against 
a wide range of topical infections. 

REFERENCES 


. Gastineau, F. M., and Florestano, H. J.: Clinical Experience with Polycin, a Polymyxin- 
Bacitracin Ointment, Archives of Dermat. and Syph., 66:70 (July) 1952. 
. Rowe, R. J.: (discussion of Boling & Finch Paper) Southern M. J., 45:357 (April) 1952. 


. Graves, J. W.: Otitis Externa and its Treatment with a New Antibiotic Preparation, 
E.E.N.T. Monthly, 3/7 :32 (Jan.) 1952. 


. Kirby, W. L., and James, G. W.: A Clinical Evaluation of Bacitracin-Polymyxin Oint- 
ment. (Paper presented to Southern Med. Assoc.) Nov. 13, 1952. 


. Jeffries, S. F., et al: A New Antibiotic Ointment Base, J. Am. Pharm. Assoc., /3:337 


(May) 1952. 
PITMAN-MOORE CO. 


Pharmaceutical and Biological Chemists + Division of Allied Laboratories, Inc. 
INDIANAPOLIS 6, INDIANA *Trade Mark 
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Stocked by leading wholesale 
druggists and surgical supply 
houses as a 4%, 1% or 2% 
solution without Epinephrine 
and with Epinephrine | :100,- 
000. 2% solution is also sup- 
plied with Epinephrine 
1:50,000. All solutions dis- 
pensed in S0cc. and 20cc. 
multiple dose vials, packed 
5x50ce. or 5x20ce. to a carton. 


Xylocaine® Hydrochloride (Astra) 
merits special consideration by the busy 
anesthesiologist and surgeon. Profound 
in depth and extensive in spread, its 
well-tolerated effect is more significantly 
measured by the time saved through its 
remarkably fast action, by which so 
much normally wasted “waiting time” 
is converted to productive “working 
time”. 


XYLOCAINE’ HCL 


Pronounced Xi lo’cain 
(Brand of lidocaine hydrochloride* ) 
AN AQUEOUS SOLUTION 


A 4th dimensional approach 
to preferred local anesthesia 


Bibliography available on request 


AS PHARMACEU 


TICAL PRODUCTS, INC. WORCESTER, MASS. U.S.A. 


“U.S. Patent No. 2,441,498 
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BACTERICIDAL. 
FUNGICIDAL... 


The NEW 0-TOS-M0-SAN 


is a Specific in Suppurative Ear Infections — 
both Acute and Chronic, also External Otitis 
because it is... 


(GRAM-POSITIVE — GRAM-NEGATIVE) — it KILLS 
BACTERIA, including BACILLUS PROTEUS, 

B. PYOCYANEUS, E. COLI, BETA HEMOLYTIC 
STAPHYLOCOCCUS AUREUS 


(Isolated from ear infections and found resistant 
to antibiotics in laboratory tests) 


it KILLS FUNGI — including ASPERGILLI, 
TRICOPHYTON, MONILIA, and 
MICROSPORUM 


NON-TOXIC NON-IRRITATING 
STABLE « CLEAR 


PROVED EFFECTIVE AGAINST ANTIBIOTIC RESISTANT STRAINS OF ORGANISMS 


FORMULA: 
A NEW, improved process, using 
Doho glycerol base, results in a 
chemical combination having 
these valuable properties. 
Sulfathiazole .......... 1.6 GRAMS 
Glycerol (DOHO) Base 

16.4 GRAMS 
(Highest obtainable spec. grav.) 


Substantiating Laboratory and Clinical data in press. 


TRY NEW O-TOS-MO-SAN in your 
most stubborn cases, the results will 
prove convincing. 


AURALGAN— After 40 years STILL 
the auralgesic and decongestant 


ll 
When Clinical Proof is Your Guide BM 
RESELREM PROD | 
| | 
KHINALGAN — Sate nasal decongestant. 
Rets locally NOT systemically. 
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is the 
most potent of a large series 
of spasmolytic substances 
synthesized by Rosenmund 
and coworkers.’ Outstand- 
ingly effective in the control Safer — yet 2 to 3 times 
of spasm associated with pep- 
tie ulcers, gastritis, colitis, 
cardiospasm, dysmenorrhea, mere powerful than 
and other conditions involv- 
ing smooth muscle spasm.?+5 


usual adult dose, 


1 to3 tablets daily, takenafter 
meals. Incardiospasm, admin- 
ister before meals. 


papaverine'” 


white, scored 
tablets, containing 120 mg. 
Antispasmin Citrate, bottles 
of 100, 500, 1,000. Also avail- 
able: tablets containing 120 
mg. Antispasmin Citrate and 
15 mg. Phenobarbital, bottles 
of 100, 500, 1.000. 


1. Kulz, F and Kosenmund, K.W., Klin. 
Wehnsche.. 17-344 (1938) 

2. Weiss. S.. Rev. Gastroenterol., 12/436 
(1945). 

3. Kulz, F., Rosenmund, K.W., et al., Ber. 

deut. chem. Gesellschaft, 72B; 19; 2161 

(1939). 

Lux, F., Klin. Wehnsehr., 17:346(1938). 

. Ohe, A., Therapie d. Gegenwart, 80:29 

(1939). 


ae 


(N-ethyl-3,3' diphenyldipropylamine, Raymer) 


To relax 
smooth 
muscle spasm 


PHARMACAL COMPANY 
ceutical Manufacturers 


Jasper and W illard Streets, Philadelphia 34, Pa. 


Antispa 
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tells the story of B-P RIB-BACK BLADES 


B-P RIB-BACK BLADES are the result of a constant 
endeavor to provide the surgeon with quality-controlled 
blades, having uniformly sharp and enduring cutting edges 
that he can depend on for maximum service performance. 
That is why ... when you figure your blade purchases in 
terms of true economy ... the answer is always 

“IT’S SHARP”—B-P Rib-Back Blades. 


Ask your dealer 
BARD-PARKER COMPANY, INC. 


Danbury, Connecticué 


IT ALL DEPENDS ON PERFORMANCE AND PERFORMANCE DEPENDS ON B-P RIB-BACK BLADES 
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Trasentine-Phenobarbital 


(brand of adiphenine) 


For 
the patient 
under 


tension 


relief of smooth-muscle spasm, easing of pain 


Worry, anxiety, fear—such 
“pressures” often account for 
visceral spasticity. To offset 
them, Trasentine-Phenobar- 
bital provides mild sedation— 
as well as effective spasmoly- 
sis, rapid relief of pain. 


Whenever you suspect a 
psychosomatic factor in vis- 
ceral spasm, Trasentine-Phen- 
obarbital is a logical prescrip- 
tion. Each tablet contains 50 
mg. Trasentine hydrochloride 
and 20 mg. phenobarbital. Bot- 
tles of 100 and 500. Ciba Phar- 
maceutical Products, Inc., 
Summit, New Jersey. 


February 1953 


= \ \/ 
—-- 2/1871M 


Vol. 46 No. 2 SOUTHERN MEDICAL JOURNAL 15 


“...and be sure to take your VITAMINS!” 


When the management of heart disease 

requires caloric or salt restriction, vitamin intake may 
be decreased because of unpalatability or inadequate 
volume of food. A balanced vitamin preparation 
offers a dependable method for guarding 


against such an eventuality. 


MERCK & CO.,Inc., Ranway, N. J.—asa pioneer manufacturer of Vitamins—serves 
the Medical Profession through the Pharmaceutical Industry. 
OMerck & Co., Inc. 
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new, fast-acting analgesic 


containing acetyl-p-aminophenol 


“ : Because of its content of acetyl-p-amino- 
phenol, Trigesic quickly raises the pain 
threshold and provides rapid, sustained 
relief of pain. A definite rise in pain thresh- 
old occurs within 30 minutes and anal- 
gesia is maintained for about 4 hours. 
» Trigesic is for relief of pain in common 
colds, grippe, dysmenorrhea, premenstrual 
tension, sciatica, simple headache, after 
dental extractions and minor surgery, 
rheumatism, migraine, sinusitis, bursitis, 
myositis and pains of neuropathic origin. 


26%. risé in pain threshold 
with acetyl-p-aminophenol 
— + 


Trigesic, per tablet: 


0.125 Gm. (2 gr.) acetyl-p-aminophenol, 0.23 Gm. 
(3% gr.) aspirin, 0.03 Gm. (% gr.) caffeine. Bottles 
of 100 and 1,000 white, scored tablets on prescrip- 
tion only. 


Trigesic with Codeine, per tablet: 


16 mg. ("4 gr.) or 32 mg. (% gr.) codeine phos- 
phate in addition to the other ingredients. Bottles 
of 100 and 1,000 pink, scored tablets on prescrip- 
tion only. 


TRIGESIC 


Squibb Analgesic Compound 


SQUIBB 


‘TRIGESIC’ 1S A TRADEMARK OF E. R. SQUIBS & SOE 
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16 
17 
18 
Iv 
19 
v 
20 
vi 
21 
22 
vill 
23 
Ix 
x 
xi 
24 


. Anterior cerebral artery 


. Trunk of corpus callosum 
. Head of caudate nucleus 


. Anterior communicating artery 
. Middle cerebral artery 

. Hypophysis 

. Posterior communicating artery 


. Superior cerebellar artery 


- Basilar artery 
10. Internal cerebral vein 
11. Choroid artery and vein 


12. Choroid plexus of lateral 
ventricle 


13. 


14, 
15. 
16. 
17. 
18. 
19. 
20. 
21. 
22. 
23. 
24. 


Inferior cornu of lateral 
ventricle 


Vertebral artery 
Frontal lobe 
Ophthalmic nerve 
Maxillary nerve 
Posterior cerebral artery 
Mandibular nerve 
Pons 

Intermediate nerve 
Temporal lobe 
Cerebellum 

Left transverse sinus 


CRANIAL NERVES 


. Olfactory nerve 

. Optic nerve 

. Oculomotor nerve 
. Trochlear nerve 

. Trigeminal nerve 
. Abducens nerve 

. Facial nerve 

. Acoustic nerve 

. Glossopharyngeal nerve 
. Vagus nerve 

. Accessory nerve 

. Hypoglossal nerve 


This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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HYDROCHLORIDE CRYSTALLINE 


Aureomycin 
In Infections 


ECAUSE the urgency of intracranial infections frequently 
makes it desirable to begin treatment before the causative or- 
ganism can be determined, there is need for an agent exerting rapid 
action, which is also effective against a wide range of possible patho- 
gens. Aureomycin—with its ready penetration into the cerebro- 
spinal fluid and its broad antimicrobial spectrum—fills this need 
pre-eminently well. It is particularly useful in infections resistant 
to penicillin and streptomycin, and has been used successfully in 
meningitis caused by E. coli, A. aerogenes, Ps. aeruginosa, H. influ- 
enzae, staphylococci, pneumococci, Klebsiella pneumoniae, Str. 
fecalis, the typhoid bacillus, Sa/monella bareilly, Listeria monocy- 
togenes,and Moraxella lwoffi. In meningoencephalitiscomplicating 
brucellosis and in encephalitis complicating typhoid, paratyphoid 
and pertussis infections, aureomycin has proven effective. Impres- 
sive clinical improvement has been achieved with aureomycin 
therapy, after other antibiotics proved unavailing, in infected intra- 
cranial hemorrhage, subdural abscess caused by A. aerogenes, and 
brain abscess caused by staphylococci, pneumococci, and E. coli. 
* * * 


PackaGes: Capsules: 50 mg.—Vials of 25 and 100; 100 mg.—Vials of 25 and bottles of 100; 250 
mg.—Vials of 16 and bottles of 100. Ophthalmic Solution: Vials of 25 mg.; solution prepared by 
adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid LOMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 


A bibliography of 57 selected references will be mailed on request. 
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in Oral Antibiotic Therapy 


Arobon 


The troublesome diarrhea, so frequently encoun- 
tered as an undesirable side action in oral antibiotic 
therapy, is effectively prevented by Arobon. The de- 
hydration and the debilitating influence of frequent 
bowel movements are avoided, thus aiding in more 


prompt recovery. 
Easily prepared... Tasty. Arobon is quickly and easily 
prepared by simply stirring the powder into milk or 
water. Although it contains no chocolate, Arobon is sweet 
and chocolate-like in taste, and acceptable to all patients. 
No Interference with Antibiotic Absorption. Carefully 
conducted studies have shown that Arobon does not impair 
antibiotic absorption from the intestinal tract. In fact, blood 
levels tend to be higher during the period Arobon is adminis- 
tered. A dose of Arobon given with each dose of antibiotic 
usually keeps bowel activity within normal limits. 
Physicians are invited to send for clinical test samples. 


Prepared from specially processed carob flour, 
White Plains, New York 


Arobon provides 22 per cent of pectin, lignin and 
hemicellulose. Available in 5 ounce jars through 


all pharmacies. 


THE NESTLE COMPANY, INC. 
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Famecin suspension 


OF OXYTETRACYCLINE. AMPHOTERIC 


DON'T Miss APPEARING REGULARLY IN THE J. A. M. A. 
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PREVENTS SYMPTOM-PRODUCING WATER 
RETENTION ...RELIEVES VASCULAR CONGESTION 


Premenstrual tension is characterized by 
one or more of the following symptoms 
during the week before the menstrual 
flow begins: nervousness, irritability, 
breast tenderness, low backache, thirst 
and _bloatiness. 

neo Bromth is nontoxic, non-hormonal 
therapy. Each 80 mg. tablet contains 
50 mg. of a new compound, pamabrom 
(2-amino-2-methyl-l-propanol 8- 


neo 


Brand of Bromaleate, Brayten 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 


bromotheophyllinate) and 30 mg. of 
pyrilamine maleate. 

Dosage: 2 neo Bromth Tablets twice 
daily (morning and night) beginning when 
symptoms usually occur (5 to 7 days 
before onset of menses). Discontinue at 
onset of flow. 

neo Bromth is supplied in bottles of 100 
tablets, on prescription only, at all leading 


prescription stores. 
1. Bickers, W.: To be published. 


Specialties For The Medical Profession Only. 
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Trichomonas. Vaginalis 
Vaginitis 


including parasitologic cultures 


Henrikeen, 
and Thompson, C. F.: Clinicaland 
Evaluation of “Vagisol’’ in 
the Treatment of Trichomonas ——. 
Vaginitia, Western J. of Surg., Obst. & 
Gynec. (Nov.) 1992. 


3 
aS 
{ 


i. this searching study* 100 
patients—in. whom tricho- 
ronad infestation had been 
definitely: established—were 
treated.solely with Vagisol Sup- 
positabg-(tablet-shaped vaginal 
to be inserted high into the vagi- 
vault twice daily. 

72 of these 100 patients. were 
eured 28 days; 22 in 36 days, 
4 in 54 days. Final pronounce- 


peated negative cultures. 


All of the: 98 patients were 
symptom-free after 2.16 mean 
patient days on Vegisol, but 
treatment was continued until cul- 
ttires were repeatedly negative. 

Negative wet smears were not 
accepted ag proofs of cure, since 
eulture often proved poaitive 
Wet mounts were negative. 

Thus hazard of mistaking 
ec a temporary remission for a 
real cure was prevented. 

Thisvemarkable therapeutic 
superiority of Vagisol-——rapid 


ment of was bated on re-- 


Vagisol Suppositabs ore ovallable through ai! phorma- 
des. Physicians ‘are invited to write for literature and 
dinkes! test samples; pleose address Smith-Dorsey, Lin- 
doin, Nebraska, Division of The Wander Compony, 
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in 98% ot 
ients treated—® due 
antibacterial gal 
actions of pha” 
and 
cin, t p jen of 
papain, activity of 
sodium gulfat e,-and lac- 
tose and suecinic acid induced 
lowering of the vaginal pH with 
resultant regrowth of the 
Doederlein bacillus. 
Vagisol Suppositab, 
odorless, nonstaining, and non- 
irritating, Contains: 


of 


Phenyimercuric Acetate.... 3.0 mg, 


Acids 12.5. mg. 
Sodive Lavryl Sulfate... .. 3.0 mg. 
tees 25.0 mg, 


Supplied in bottles of 36. 


For optimal tesults it is sug-~ 
gested that Vagisol therapy be 
preseribed for<36 days, with 
weekly or biweekly check-ups. 
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Cough? and encourage? nealing 
# prescribe qussive ANACOL pioti¢ pyrothrici? on Gram- 
Cough SytuP WARREN-TEED positive pathogen” et does not 
= effective formula includes dihy- lieves eritation- \n pottles of 
to depres> “cough : 100 and 1,000. 
gatarable: YOu. patients will Vike 
anacol, of pints: gol 
| 


Vol. 46 No. 2 SOUTHERN MEDICAL JOURNAL 


antispasmodic 
and sedative 


Barbidonna provides “the wide range ® 


of therapeutic usefulness which character- 
izes the naturally occurring belladonna 
alkaloids’,* plus the calming influence 
of phenobarbital. 

Barbidonna’s action is uniform and de- 
pendable since the alkaloid content is always 
constant, in fixed and scientifically appor- 
tioned amounts. 


Barbidonna is supplied as either 
TABLETS or ELIXIR 
Each Barbidonna tablet, or each fluidram (1 ec.) 


of elixir contains: 


Phenobarbital 16 mg. (14 gr.) 
Belladonna Alkaloids 0.13 mg. 


The alkaloids ure equivalent in activity to 
approximately 7 minims of belladonna tinc- 
ture and are incorporated as hyoscyamine 
sulfate 0.1286 mg., atropine sulfate 0.0250 
mg., scopolamine 0.0074 mg. 


Barbidonna Tablets are supplied in bottles of 
100, 500, 1000 and 5000 tablets. 


Barbidonna Elixir is available in bottles of 1 pint 
and 1 gallon. 


*Goodman, L.., and Gilman, A.: The Pharmacological Basis of 
Therapeutics, New York, The Macmillan Company, 1941, p. 460. 


VANPELT & BROWN, INC. 
W Pharmaceutical Chemists 
RICHMOND 4, VIRGINIA 
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Dramamine 


Vert 


The remarkable relief afforded by Dramamine 
in motion sickness has led to studies of its pos- 
sible value in allied conditions. 

Dramamine apparently depresses hyperstim- 
ulation of the vestibular apparatus. Thus it is 
an effective means of relieving the nausea and 
vertigo which characterize dysfunctions of the 
middle ear. 


Accepted Uses for 
Dramamine 


(BRAND OF DIMENHYDRINATE) 
MOTION SICKNESS 


NAUSEA and VOMITING associated with 
pregnancy 
drugs (certain antibiotics, etc.) 
electroshock therapy 
narcotization 


VESTIBULAR DYSFUNCTION associated with 
streptomycin therapy 


VERTIGO in 


Méniére’s syndrome 
hypertensive disease 
fenestration procedures 
labyrinthitis 

radiation sickness 


SEARLE Research in the Service of Medicine 


24 
A. 
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CHEMISTRY 


After clinical study of eight appetite-curbing 


preparations, Williams et al. concluded: 


Po ‘Dexedrine’ is the agent of choice because in most 
of the patients it produces a moderate anorexigenic 


, he effect, yét the unpleasant effects are mild or absent.” 


vi Annals of Internal Medicine 29:510. 


Dexedrine Sulfate Tablets Elixir + ‘Spansules’ 


; The standard in weight reduction 


Smith, Kline & French Laboratories, Philadelphia 


> 
: ‘ *T.M. Reg. U. S. Pat. Off. for dextro-amphetamine sulfate, $.K.F. 
‘Spansules’ Trademark 
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sulfathiazole crystals, 
magnification X 45 


Why physicians are using a suspension rather than 


a solution in treating intranasal infections . . . 


Because ‘Paredrine’-Sulfathiazole is a suspension of Micraform* 
sulfathiazole crystals—rather than a solution—it is not quickly 
washed away. The Suspension’s minute antibacterial crystals, 
which are deposited at the site of infection in a fine, even film, 
remain on infected mucosa for hours. They provide prolonged 
bacteriostasis precisely where it is needed most. 


Paredrine*-Sulfathiazole Suspension 


the most widely prescribed sulfonamide nose drop 
Smith, Kline & French Laboratories, Philadelphia «1M. Reg. US. Pat. off. 


Formula: A suspension of ‘Micraform’ sulfathiazole, 5°, in an isotonic aqueous 
medium with ‘Paredrine’ Hydrobromide (hydroxyamphetamine hydrobromide, 
S.K.F.), 1%; preserved with ortho-hydroxyphenylmercuric chloride, 1:20,000. 
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Pelvic nerves 


ho 
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in GASTROINTESTINAL SPASM 
PARASYMPATHOLYTIC... 


[NOT parasympathomimetic 


Parasympatholytic (as well as 
spasmolytic) in all therapeutic 
dosages, homatropine methylbromide 
affords dependable relief of gastro- 
intestinal spasm. It is thus superior to 
many agents which are actually 
parasympathomimetic in customary 
dosages and parasympatholytic only 
in high dosages attended by 
disturbing side effects. 


In Lusyn the antispasmodic efficacy 
of homatropine methylbromide is 
reinforced by phenobarbital to allay 
emotional tension. Lusyn also 
provides the antacid-adsorbent 
efficiency of Alukalin. 


For intestinal spasm, biliary spasm, 
pylorospasm, cardiospasm and 
irritable colon. 


MALTBIE LABORATORIES, INC. 


Newark 1 New Jersey 


(NEW FORMULA) 


Each tablet contains: 

Homatropine methylbromide ..5 mg. (2 gr.) 
(increased from 2.5 mg.) 

Alukalin (activated kaolin )....300 mg. (5 gr.) 


Phenobarbital 15 mg. gr.) 
(increased from 8 mg. ) 


Supplied: Bottles of 100, 500 
and 1000 tablets. 


neurone 
neurone 
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Air velocity—200 miles per hour 


In coughing, the expulsive air speed often 
irritates mucosal tissue and induces more 
coughing. Phenergan Expectorant is valuable 
in arresting this vicious cycle. It relieves 
local irritation on contact . . . combats any 
existing allergic component of cough... 
when prescribed for night cough, 

promotes uninterrupted, restful sleep. 


At your option: with or without codeine 


PHENERGAN® EXPECTORANT 


PROMETHAZINE EXPECTORANT 
WITH CODEINE* PLAIN (without codeine) 
SUPPLIED: Bottles of 1 pint Wyeth 


*Exempt Narcotic 


® 
Philadelphia 2, Pa. 


: 
| 180 “PH 120 > 


- 
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,.more efficient control of 
nausea and vomiting of... 


PREGNANCY 


MOTION 
SICKNESS 


RADIATION 
SICKNESS 


APOLAMINE 


Investigations prove that the antinausea drugs show a higher 
degree of effectiveness when given together. 
Apolamine is a balanced combination of effective antinausea agents 
for a more comprehensive four-point control of nausea and the 
vomiting reflex. 
APOLAMINE CONTROLS THE CEREBRAL VOMITING CENTER 
With a gentle sedation that depresses the vomiting reflex and relieves 
the patient's nervousness, 
CONTROLS EXCESS PARASYMPATHETIC STIMULI 
Which give rise to salivation, gastric hypersecretion and, in turn, vomiting. 
HELPS TO CONTROL METABOLIC FUNCTIONAL IMBALANCES 
Provides the vitamins of the B complex which tend to reduce the incidence 
of nausea and vomiting. 
CONTROLS LOCAL GASTRIC IRRITATION 


Minimizes the nauseous reaction to various foods by decreasing the sensitivity 
of the mucosal lining of the stomach. 


POST- 
ANESTHESIA 


Each tablet contains 15 mg. (1/4 grain) Luminal®, 
0.1 mg. (1/600 grain) atropine sulfate, 0.2 mg. 
(1/300 grain) scopolamine hydrobromide, 0.1 Gm. 

(1 1/2 grains) benzocaine, 4 mg. riboflavin, 
2.5 mg. pyridoxine HCI, and 25 mg. nicotinamide. New Yor 18, N. Y. 


Apolamine is supplied in bottles of 100 tablets. 


Winosor, Ont. 


tuminol, trademark reg. U. S. & Canada, brand of phenoborbitad 


BY 
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anorexia-malnutrition 
aggravated anemia- anorexia 
in a degenerating cycle 


To break this vicious chain reactions 
more than iron is required 


Supplying generous amounts of 
vitamin By2 together with iron, liver 
and important factors of the B 
complex, Livitamin aids in 
maintaining the appetite and normal 
gastrointestinal function. 


Livitamin is well tolerated 


and may be given to children 
as well as to adults. 
This complete approach 
to hypochromic anemia produces 
gratifying and prompt improvement 
in both the blood picture and 
clinical manifestations. 
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whether 
the 
cough 


-rasping 


triple antitussive action 
without codeine side effects 


Action of Pyribenzamine relieves histamine-in- 
duced congestion and irritation—Action of ephed- 
rine relaxes bronchial musculature — Action of 
ammonium chloride liquefies bronchial secretions. 


specify palatable 
Pyribenzamine’ Expectorant 


Cherry-flavored Pyribenzamine Expectorant contains, 
per teaspoonful (4 cc.), 30 mg. Pyribenzamine citrate 
(tripelennamine citrate Ciba), 10 mg. ephedrine sulfate 
and 80 mg. ammonium chloride. In pints and gallons. 
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"We...give Depropanex routinely to 
all our patients following operations"* 


When Depropanex is used routinely following abdominal surgery, “* 


Rarely do we resort to the nasal suction 


apparatus, and since there is very little vomiting we do not need to resort to intravenous feedings.” | 


Depropanex 


DEPROTEINATED PANCREATIC EXTRACT 


Non-narcotic Prevention or Relief 
of Pain due to Smooth Muscle Spasm. 


DeEPROPANEX has been widely employed for 
relief of renal and ureteral colic, and other 
painful conditions involving smooth muscle 
spasm. When administered following ab- 
dominal surgery, this physiologic agent is 
most effective in maintaining “uniformly 
good tone to the bowel all through the 
postoperative period.” 

In the treatment of intermittent claudica- 
tion, “if adequate doses of DEPROPANEX do 
not increase the distance which the patient 
can walk before he has pain it is improbable 
that anything will.”? 

DEPROPANEX is non-narcotic and non- 
toxic. Unlike morphine, which simply blocks 
cerebral recognition of pain, DEPROPANEX 
acts directly on smooth muscle tissue. It is a 
deproteinated saline solution of a chemi- 
cally derived, protein-free, nitrogenous frac- 


In renal colic, DEPROPANEX alleviates both pain and 
spasm: “* Relaxation of this spasm causes relief from pain 
andalso restores the physiological normalcy inthe ureter.” 
tion obtained from an acid-alcohol treat- 
ment of mammalian pancreas. 

DEPROPANEX Deproteinated Pancreatic 
Extract is supplied in 10-cc. rubber-capped 
vials. 

Sharp & Dohme, Philadelphia 1, Pa. 
1. 1s. J.J. and Parsons, R.L.: Minnesota Med., 33:1102, 


2. J.A.M.A., Queries and Minor Notes, /35:810, 1947. 


ES a , G. and Zingale, F.G.: Southern Med. J., 31:233 
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Because hearing about it, or reading about it, lacks the F 

Reeord it impact of seeing it, motion pictures play an increasingly 
important role in teaching. Furthermore, a motion-pic- 

. . ture camera can capture a surgical technic completely i 

with motion ..-Trecord every detail accurately—objectively—for 
in black and white or color showing days, weeks, years later. ; 


Record it... with the 
Cine-Kodak Special II Camera 


AcTUALLY the world’s most versatile 16mm. motion-picture 
camera, it is the first choice of medical men everywhere. 
Improved two-lens turret accepts any combination of Kodak 
Cine Lenses. Through-the-lens focusing and sighting for 
exact field coverage. Special controls for special effects. List 
price includes Federal Tax and is subject to change without 
notice—$956.20, equipped with //1.9 “Ektar” lens. 

For further information, see your photographic dealer or 
write for booklet C1-35. 


Complete line of Kodak Photo- 
graphic Products for the Med- 
ical Profession includes: cam- 
eras and projectors—still- and 
motion-picture; film—full color 
and black-and-white (includ- 
ing infrared); papers; process- 


bh 


equipment and microfilm. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N.Y. 


Serving medical progress through Photography and Radiography 


= Assistant preparing bone chips. Placing bone chips along spine. Appecrance before dosure. 
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LOZENGES 


for throat irritation 


‘Thantis’® Lozenges, the original anesthetic - antiseptic 
throat lozenge, is more effective than any of the many imitations. 


‘Thantis’ Lozenges contain no antibiotic; they produce no 
unpleasant by-reactions in the mouth. 


‘Merodicein’", the long-lasting antiseptic, combats in- 
fection. Saligenin, the unique local anesthetic, relieves pain 
and irritation. 


Twenty-two years’ extensive clinical use has proved the 
value of this effective product. 


‘Thantis’ is one of the few throat lozenges which have been 
submitted to extensive comparative clinical and laboratory 
study.* 


Specify ‘Thantis’ Lozenges and be assured of satisfactory 
clinical response. 


Supplied in vials of 12 lozenges each. 


*References on request. © Reg. U. S. Pat. Off. 


| 
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HYNSON, WESTCOTT & DUNNING, INC. 


BALTIMORE 1, MARYLAND 
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THE SOUTHERN MEDICAL 
ASSOCIATION, ITS PAST AND 
ITS FUTURE* 


By R. J. Wivkinson, M.D. 
Huntington, West Virginia 


To be elevated to the presidency of one 
of the largest medical associations in the 
United States is a distinct honor, an honor 
that can come only to a few, and for this 
manifestation of your confidence I am hum- 
bly grateful. This honor carries with it a 
responsibility, and I believe you rightfully 
should expect me to further the cause of the 
Southern Medical Association by leading its 
crusade for better medicine for all the people, 
and to continue the fight to safeguard our 
sacred liberties from the sinister inroads of 
creeping socialism. 

When we turn back the pages of medicine 
and note the wonderful accomplishments 
during the past fifty years, we are profoundly 
impressed by the glorious réle of the South- 
ern physician and the great contribution the 
Southern Medical Association has made in 
advancing the cause of better health in our 
Southland. In reviewing the history of this 
organization we bow our heads -in admira- 
tion for great leaders, men like Savage, 
Crawford, Martin, Crook, Cowan, Dowling, 
and many, many others, who with an un- 
selfish devotion to a great cause and with 
a sense of duty to the public of the South 
organized the Association. 


Later, it was through his great leadership 
and unselfish devotion to the cause of better 
medicine that Dr. Seale Harris assumed the 
position of secretary-treasurer and editor of 
the JouRNAL without salary. During his ten- 
ure of twelve years the Southern Medical 
Association was placed upon a sound basis, 
and it was upon his recommendation at the 
1912 meeting that the organization was ex- 


*President’s Address, Southern Medical Association, Forty- 
Sixth Annual Meeting, Miami, Florida, November 10- 13, 1952. 


panded to include all of the Southern states, 
and Mr. C. P. Loranz was chosen as business 
manager. 


No doubt you all are familiar with the 
fine work Mr. Loranz has done for the South- 
ern Medical Association, and we should be 
forever grateful to him for his untiring ef- 
forts. He came to us at the time the Asso- 
ciation was expanding, and by reason of his 
dynamic force and the fact that he was a 
full time official much has been accom- 
plished. Dr. Harris relinquished his duties 
in 1921, and Mr. Loranz became secretary- 
manager, and Dr. M. Y. Dabney was made 
editor of the JourNAL. Here I should also 
like to pay a glowing tribute to Dr. Dabney 
and his talented wife, the assistant editor, 
for their splendid work in giving us a journal 
that has been instrumental in disseminating 
medical knowledge of the highest type, a 
journal that we are proud to call our own. 


During these early years of the organiza- 
tion we were concerned only with the prob- 
lems of scientific medicine; consequently our 
founding fathers provided that our activities 
as a medical society should be confined to 
scientific problems, being content to leave 
other matters vital to our welfare to state 
societies and the American Medical Associa- 
tion. No doubt, many of you can recall that 
during these early years of our Association 
the doctor was a dominant figure in his com- 
munity. He was highly respected in every 
walk of society and was a leader in civic and 
political affairs. In other words, he stood for 
honesty and decency in government and in- 
sisted that men of ability should administer 
this public trust. He was not beset as we 
are today by all kinds of “isms” that are up- 
setting our economy, because he was not 
afraid to stand up and be counted on all 
civic and political matters that vitally af- 
fected his freedom. 


But notwithstanding all the good and fine 
things of the past, time marches on, and in- 
evitably conditions change. We are continu- 
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ally in a process of evolution and our lives 
are being altered by changing social and eco- 
nomic conditions. Therefore, we must be 
alert and prepared to meet every challenge 
in a realistic way. We must anticipate these 
changes and offer a progressive program to 
meet them instead of assuming a defensive 
attitude. In years gone by the doctor, per- 
haps of all people, exercised the greatest 
influence in molding community thinking; 
but due to the highly technical trend in 
medicine during the past few decades, a 
trend that has staggered the imagination of 
man in its wonderful accomplishments in 
prolonging life, we have grown cold to this 
responsibility and have been satisfied to leave 
matters of this kind to the ward politician 
with the disastrous results that must be fa- 
miliar to all. In this connection, I acknowl- 
edge with shame the fact that approximately 
but fifty per cent of our doctors are regis- 
tered, and that only about half of this num- 
ber exercise their franchise, the greatest her- 
itage ever bestowed upon man. 


The time has arrived when we must join 
with good citizens and physicians and throw 
off the shackles of personal greed and selfish- 
ness. We must rededicate ourselves to the 
cause of honest, and decent government in 
all of its subdivisions if we would be true to 
the great heritage passed to us by our fore- 
fathers, and be effective in meeting the prob- 
lems of today. Emerson aptly summed up the 
whole question many years ago by saying: 

“Of what avail the plow or sail 
Or life itself if freedom fail.” 

The. responsibility of the individual doctor 
and that of the Southern Medical Association 
are parallel except that a great medical or- 
ganization can exercise a tremendous influ- 
ence upon the thinking of a large number 
of individuals both within and without the 
profession. Therefore, my remarks hence- 
forth will be directed to the responsibility 
of the Southern Medical Association, with 
suggestions as to how to meet these problems. 


Let it be understood that our Association 
is not identified with any other medical or- 
ganization, and whatever action is taken 
should in no way conflict with state medical 
societies or with the American Medical Asso- 
ciation. With our potential power we can 


rather be of tremendous help to these organ- 
izations, especially in educating the physician 
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as to his responsibility. However, it should 
be recognized that we represent the South, 
and since there are many problems espe- 
cially affecting our area, these regional prob- 
lems should be met by us. But if we are to 
be strong and effective in this challenging 
work, we must dispel the belief held by 
many that a dynasty exists creating a cen- 
tralized control which places the affairs of 
this great organization in the hands of a few. 
I say to you in all frankness, that this fact 
is disturbing a definite segment of our mem- 
bership; so much so, that changes designed 
to broaden our plan of operation, a plan 
whereby more of the members can feel that 
they have a voice in the Southern Medical 
Association, should be adopted. 

We must become interested in all branches 
of education, especially medicine, dentistry, 
pharmacy and nursing. But remember, edu- 
cation in all of its ramifications is distinctly 
a problem of local and state government and 
must be free of Federal aid and its consequent 
interference, because obviously this will lead 
only to complete bureaucratic Federal dom- 
ination. Therefore, it would seem feasible, 
and I am so advising our Council, to partici- 
pate by naming representatives to the South- 
ern Board for Regional Education that is 
now being directed by Dr. Ivey of Atlanta. 
Through this splendid organization we may 
be able to integrate certain phases of our 
education program, whereby one school can 
be dominant in pharmacy, another in den- 
tistry, others solely in medicine, and so on. 


No doubt many of the small medical 
schools could and should be merged with 
large schools in urban areas where clinical 
facilities are adequate, because with today’s 
insurance program many persons are pro- 
tected and do not desire to be used for clin- 
ical teaching purposes. This is creating a 
problem for our medical teachers. 


The medical profession has been most care- 
less and negligent in meeting its responsibil- 
ity to the medical school, and it is largely 
through this lack of interest that we find the 
schools, especially in the South, facing finan- 
cial difficulty. The time has arrived when 
medical education should again be directed 
by our profession, and this is especially true 
in the South because of the many problems 
involved, problems which cannot be ade- 
quately directed by the American Medical 
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Association, because this organization is na- 
tional in scope and obviously cannot make 
rules affecting specific areas. The responsi- 
bility of medical education belongs to the 
states and it is our duty to help educate 
the public to meet this need. 


In West Virginia we recently enacted leg- 
islation creating a four-year school of medi- 
cine, dentistry, and nursing at our University. 
This was financed by a levy of one cent on 
each soft drink, and, notwithstanding the 
great fight by certain interests to defeat this 
bill, we collected three and one-half million 
dollars the first year. It has been alleged that 
this tax is discriminatory, but with a similar 
tax placed upon candy, chewing gum, and 
so on, this objection would be eliminated 
and the combined tax, which is only a luxury 
tax after all, would provide funds for med- 
ical education without Federal subsidy. The 
schools, especially in the South, which are 
not heavily endowed, must adopt some such 
plan of taxation to meet this problem. 

The shortage of general practitioners in 
our Southland is indeed a real problem and a 
threat to our medical profession. Due to the 
specialization program that has been adopted 
by most teaching institutions, practically 
every student who graduates immediately be- 
comes a potential specialist, and usually this 
means surgery in some one of its many sub- 
divisions. 

To curtail the tremendous strides that are 
being made by various medical cults, it would 
scem reasonable and desirable, first, to grad- 
uate more medical students each year, and 
then to require two years of general practice 
before they are permitted to train for a spe- 
cialty. This would assure doctors for needed 
areas, curtail the inroads being made by the 
would-be healers, and would be helpful in 
stabilizing or perhaps reducing the cost of 
medical care. Furthermore, it would give 
young doctors an opportunity to familiarize 
themselves with some of the business funda- 
mentals that are essential for success, and I 
am sure you will agree that these two years 
of experience will better fit the individual 
doctor to be a specialist, for after all he must 
first be a doctor if he is to succeed as a spe- 
cialist. 


A plan of this kind seems desirable, espe- 
cially if we can establish reasonably equipped 
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medical centers at strategic places so these 
young men can practice good medicine. 
These centers that are supervised by medical 
schools seem to offer the highest type of 
service, provided they can be controlled by 
the local medical profession. In this con- 
nection, also, it might be of interest to specu- 
late upon how many of these boys will be 
satisfied with their location and elect to re- 
main in general practice. But to accomplish 
this, we must give credit for these two years 
of general practice by reducing the years re- 
quired for those who wish to specialize. 

The physician-hospital relationship is a 
problem indeed and requires a great deal of 
study and education if the doctor is to be 
protected by reason of the hospitals entering 
the field of the practice of medicine. All 
too often in the past the physician owner has 
been the greatest offender, but today we see 
violation of statutes that exist in most states 
being ignored by most hospitals. As I have 
repeatedly pointed out, this can and will ulti- 
mately lead to a complete hospital domina- 
tion of the physician. And in this connec- 
tion, I remind you of the sinister inroads 
that are being made by the veterans’ hospital 
program. More and more hospitals are being 
erected each year at a staggering cost to the 
taxpayer, notwithstanding the tragic and 
glaring fact that many of them are only 
partly filled, and then only by veterans who 
are not rightfully entitled to this service. It 
is reported that approximately ninety per 
cent of those treated have non-service con- 
nected disabilities, and many of these prob- 
ably do not need hospitalization. A careful 
study might reveal the startling fact that 
many of those who are admitted are encour- 
aged to be dishonest by falsifying their appli- 
cation in claiming pauperism. But this seems 
to be all right, since no one apparently is 
denied admission regardless of his financial 
status. 

What can all this mean? Evidently it con- 
firms rumors that the administration con- 
templates including both veteran and family 
in this program, and you will agree that this 
will be medicine that is Government con- 
trolled. 


For the disabled veteran with service con- 
nected disability nothing should be spared 
to assure him the finest type of medical and 
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nursing care, but to accomplish this I am 
sure a more adequate service can be offered 
those boys in private institutions at a tre- 
mendous saving in tax money. 


In this connection, it might be of interest 
to quote from remarks of Dr. Evarts A. Gra- 
ham, Chairman of the Board of Regents of 
the American College of Surgeons, which ap- 
peared in the July issue of Annals of Surgery. 
In discussing the present day problems inci- 
dent to operating hospitals and medical 
schools, particularly the difficulty in obtain- 
ing nurses and non-professional help, he says: 

“A more serious threat, however, as I see it, is the 
rapidly expanding program of the veterans’ hospitals. 
This threat is of two kinds. For one thing, they 
can pay larger salaries and thus draw away from the 
teaching hospitals nurses and much of the non-pro- 
fessional help. This is not bad at present, but what 
will be the status of affairs when the 17 million living 
veterans persuade Congress, as they probably will, 
to have the government give free hospital care in 
the veterans’ hospitals to all members of their fam- 
ilies? Multiply 17 by, say 4, an average family, and 
you will have 68 million people geting free service 
if they want it. But this is not all. If we have uni- 
versal training, with each young man and perhaps 
each young woman also, acquiring thereby the status 
of a veteran, it is apparent to anybody that most 
of the population of the country will have free hos- 
pital service paid for by the government and prob- 
ably in the veterans’ hospitals unless something is 
done to stop it. This will be truly government 
medicine, whether it is called socialism or not.” 

I am shocked and amazed at the hands off 
attitude of organized medicine, and this of 
course means the American Medical Associa- 
tion, because this problem affects every hos- 
pital and obviously affects the cost of medical 
care. A vacillating policy will lead only to 
defeat, because the American Legion and 
other veterans’ organizations have enthusias- 
tically endorsed the Veterans’ Administration 
hospital policies. In other words it will be 
regimentation under an assumed name. In 
this connection, it would seem timely that 
some one should acquaint these patriotic or- 
ganizations with the real facts regarding the 
Veterans’ Administration hospital program 
and its ultimate effect upon our whole eco- 
nomic structure. 


The veterans’ hospitals that are close to 
medical schools certainly offer a mutual ad- 
vantage, so why not designate these for the 
service connected disabled veteran, since only 
about ten per cent of those hospitalized come 
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under this category? These patients would 
be available for teaching purposes and at 
the same time would be assured of a very 
high type of professional care. The remain- 
ing hospitals, and those under construction, 
should be given to the states, counties, or 
cities, provided they are operated for the 
care of the sick, be they mental, tuberculous, 
or public general hospitals. A plan of this 
kind would largely solve the hospital bed 
shortage that exists in practically every state 
in the union, and would eliminate the Hill- 
Burton fund that is now being administered 
by Federal and state agencies which are often 
politically controlled. 


Quoting from a recent bulletin issued by 
the Washington office of the American Med- 
ical Association: 

“A panel group of the President’s Commission on 
Health Needs of the Nation suggests that Federal 
hospitals be turned over to communities ‘for nom- 
inal fees’ with the Federal Government paying the 
costs of hospitalizing its cases. Such a procedure, the 
panel stated, would eliminate competition between 
Federal and local hospitals for scarce medical per- 
sonnel; would make medical care equally available 
to all Federal beneficiaries and would eliminate the 
problem of administering a large and bulky service. 
The Commission has taken no action. 


“The proposal was opposed by Vice Admiral Joel 
T. Boone, Chief Medical Director of Veterans’ Ad- 
ministration. He said it would result in a super- 
colossal hospital operation and spotty treatment for 
veterans.” 

Do you agree with this statement? 


But in this connection we must reckon 
with the political law makers who seem to be 
more interested in wasting tax money than 
in providing for the veterans on a sane and 
sensible basis. And all for what? Votes. If 
this condition continues much longer, the 
Veterans’ Administration will become a 
Frankenstein and be beyond control, even 
by Congress. 

Since many of our Southern states have a 
large colored population, we are faced with 
a serious problem regarding their medical 
and nursing care. Unquestionably, we need 
more colored physicians and nurses, and I am 
frank to tell you that I think the responsi- 
bility is ours to help educate them and then 
insist upon a high standard of efficiency. 
In this connection, it might be well to re- 
mind you of the shortage of nurses and the 
increasing cost of nursing service. Whether 
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we like the idea or not, we may soon be com- 
pelled to look to the young colored women 
to fill our training schools. 


The high cost of medical care due to the 
tremendous advance that has been made, and 
this means specialization with years of train- 
ing and incident costs, as well as increased 
cost of everything due to inflation, has cre- 
ated a problem of great magnitude, and it 
is this very thing upon which our enemies 
are capitalizing in their efforts to socialize 
us. To offset this, we must recognize the 
value of non-profit, pre-payment medical care 
and hospital service that are directed by the 
medical profession; and use our influence, 
without selfish motives, in selling this to all, 
especially to those with an annual income of 
$3,500.00 or less. With our influence the 
employer will cooperate in making monthly 
deductions, and this should be true also for 
city, county, state and Federal employees. 
For the indigent, I am sure these plans, be 
they Blue Cross, Blue Shield, or any one of 
the many plans offered, will, with the coop- 
eration of the doctor and hospital, so reduce 
the rate that they can be adequately cared 
for without imposing too heavy a load upon 
the local tax budget. When this is accom- 
plished, we can then be assured that every 
citizen, regardless of race, color or creed, will 
be afforded medical care of the highest type 
without Federal control or interference. 


We are all familiar with the great work 
that has been done by our public health or- 
ganization in disease prevention. But, un- 
fortunately, during the past few decades 
there has been a growing tendency to call 
upon the Federal Government for subsidies, 
until today many of our state and county 
organizations are being directed from Wash- 
ington, notwithstanding the fact that these 
funds are usually allocated on a dollar match- 
ing basis. You will agree that the Federal 
Government should assume the responsibility 
of disease prevention, research and experi- 
mental studies, and when the state, county, 
or medical schools are asked to participate, 
then funds should be provided as a direct 
grant. 

Public health means education and the 
prevention of disease, but we have become 
careless and there has been injected into this 
program, both nationally and locally, the idea 
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that this must be the agency through which 
patients are treated. Further, the state health 
departments are frequently made the agents 
for Federal Government subsidies and thus 
become a part of a political bureaucracy. 
The many evils connected with our health 
departments must be corrected. In fact, we 
should advise rewriting all laws pertaining 
to health in most states because they are anti- 
quated, and all too often place this impor- 
tant work under Federal domination. A 
correlation of all laws pertaining to public 
health, the practice of medicine, dentistry, 
pharmacy, nursing, and so on, would seem 
timely, and I think we can and should ap- 
point a committee to work with various state 
medical societies in attempting to correct 
many of the obvious evils that exist. 


Committees have been appointed in the 
Southern Medical Association on Medical Ed- 
ucation, with Dr. Hugh Wood of Atlanta, 
as Chairman, and a Committee on Doctor- 
Hospital Relationship, with Dr. J. B. Lukins 
of Louisville, as Chairman. These commit- 
tees have done splendid work but their ef- 
forts have been largely nullified, for after 
Council approval, the members were privi- 
leged only to read the reports which ap- 
peared in the JOURNAL, since it is customary 
to forego reading the Council’s report at a 
general session. Both of these gentlemen, 
realizing the importance of these problems, 
have indicated a desire for meetings where 
these and other matters may be freely dis- 
cussed by a large representative group of our 
members. 


Perhaps one of the most tragic mistakes 
made by most medical societies (and ours is 
no exception) is the lack of appreciation of 
the Woman’s Auxiliary, with its great inter- 
est, ability, and willingness to assist us in 
our crusade to improve community health; 
to provide better care of the indigent through 
group insurance on the state and county 
level, and finally in the fight against social- 
ism. All the Auxiliary wants is an opportun- 
ity to serve; therefore it is our responsi- 
bility to assist the women in planning their 
work and to see that sufficient finances are 
provided to complete the job. Need I re- 
mind you of the great work done by the 
wives of physicians in Florida and Maryland, 
and the prominent role the women played in 
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the recent national Democratic and Republi- 
can conventions. 

I say to you, the time has arrived for a 
militant Southern Medical Association which, 
by reason of the Association’s non-political 
and non-sectarian stand, and its independ. 
ence from other medical groups, can proclaim 
the truth unafraid and be instrumental in 
leading a crusade to improve the physician's 
economic status and help the people to main- 
tain their sovereign rights. To accomplish 
this task effectively, we need to increase our 
membership. With 50,511 doctors in the 
states comprising the Southern Medical As- 
sociation, we should, and could, have 20,000 
or more members if only a concerted effort 
is made to contact the doctors individually 
and acquaint them with our organization and 
the opportunity that is offered for real serv- 
ice to the patient and profession alike. With 
the increased finances provided by the in- 
crease in membership, we could well afford 
a full-time physician who would be a liaison 
officer between our Association and the pro- 
fession of the South. I am sure such an 
officer would stimulate interest and increase 
our membership tremendously without nec- 
essarily taking part in the business affairs 
of our Association. 

Since I had the honor of serving on the 
Council of this organization many years ago, 
I have constantly maintained a keen interest 
in the affairs of the Association, and in keep- 
ing with this study and thought, I am pre- 
suming to offer suggestions that I believe 
will result in increased interest. 


While recuperating from a serious illness 
last winter, I decided to ascertain if possible 
the thinking of many leaders of our organ- 
ization relative to enlarging our field of 
usefulness. To this end, I mailed 138 ques- 
tionnaires to a group which included com- 
mittee members, elective officers (except the 
Council), sectional officers and past officers, 
and much to my delight I received 98 replies. 
This questionnaire dealt largely with our 
participation in educational and doctor-hos- 
pital relationship, and all economic phases 
of medicine. 


When I submitted the result of this study 
to the Executive Committee of the Council 
at the Miami Meeting in January it was ap- 
parently received with a negative reaction, 
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or at least I must so conciude, since I have 
not been honored with a reply after several 
requests that I be furnished with a copy of 
the minutes of that meeting. Unfortunately, 
on account of my physical condition it was 
necessary for me to retire before action was 
taken. 


I think this report is quite significant since 
approximately sixty-seven per cent of those 
who answered the questionnaires recognized 
the need for change in the affairs of the 
Association. The exception was to question 
5. Here only thirty-eight per cent voted 
favorably while others felt that a full-time 
physician should not be employed while Mr. 
Loranz remains active. 


To meet this mandate of such a represent- 
ative group, I am recommending a change in 
our constitution and by-laws, a change that 
will be more democratic by placing some of 
the responsibility of the Southern Medical 
Association in a proposed house of delegates, 
a body to be composed of the board of trustees, 
elective officers, officers of the various sections 
and officers of the Auxiliary, making a total 
of more than seventy representative members. 
This group would become a_ fact-finding 
committee for the Council, and before this 
body the committees appointed by the presi- 
dent would make their reports. Here also 
the Auxiliary would present its problems. 
In fact, any member could present ideas for 
the advancement of the Southern Medical 
Association. Here a free and full discussion 
on these problems could be had by a repre- 
sentative group, and the conclusions reached 
should be most helpful to the Council in 
reaching final decisions. 

With the idea of getting away from too 
much centralization of power, provisions are 
made to eliminate the Executive Committee 
of the Council and to place the responsibility 
for handling the affairs of this organization 
in the hands of committees of the Council, 
such as finance, publication, meetings, and 
so on, with the Chairman of the Council be- 
ing an ex-officio member of these committees. 


The whole philosophy in asking for these 
changes is simply to keep more of the mem- 
bers busy and let them have some apprecia- 
tion of the business of operating a large med- 
ical association such as ours, because, at the 
present time, I am sure no member or officer 
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has the faintest idea as to the real problems 
involved, or the cost incident thereto. In 
addition, such a move would help dispel the 
idea of too much centralized power. Remem- 
ber, we cannot always have our able Secre- 
tary-Manager and Editor. Now is the time 
to make some changes so we can effectively 
carry on the business of this organization 
when the need arises. The Southern Medical 
Association is a great medical association with 
a tremendous potential power that has never 
been developed; therefore, I urge you to 
support the changes so this latent force may 
be used for the benefit of all the people in 
our Southland. 


If I were asked to name the responsibilities 
facing the Southern Medical Association to- 
day I would unhesitatingly say: 


(1) Health Adequate medical care should 
be available for all people, regardless of race, 
at a cost commensurate with ability to pay. 
We must insist upon enlarging our program 
for preventive medicine under the state and 
county health departments, and this means 
education, not treating disease, and the pro- 
gram should be operated without Federal 
control or interference. 


(2) Citizenship—Community responsibili- 
ty. This means an insistence upon decent 
and clean government, beginning at the grass 
roots and extending all the way to Washing- 
ton. 


(3) Education—This must be all inclusive 
and will require most intelligent study and 
positive action if we are to prevent Federal 
subsidy and control. 


(4) Doctor-Hospital Relationship.—Much 
educational work needs to be done, and then 
a firm, positive stand must be taken by or- 
ganized medicine if we are to prevent hos- 
pital domination of the physician. And in 
this connection we must recognize the fact 
that the medical schools and Veterans’ Admin- 
istration are the greatest offenders. 


(5) Southern Medical Association.—In the 
Association itself, the importance must be 
generally recognized of increasing our mem- 
bership and then taking a fearless, positive 
stand on all matters, political or otherwise, 
that vitally affect our future. 


1119 Sixth Avenue 
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THE MISSISSIPPI STATE MEDICAL 
EDUCATION LOAN FUND* 


By D. S. PANKRATz, 
University, Mississippi 


This paper is a brief statement of what the 
Mississippi medical education program means, 
not only to Mississippi, but to all those in- 
terested in obtaining more doctors for rural 
areas and in helping deserving medical stu- 
dents to enter this field of service. 

Too often, we in Mississippi see, hear and 
read references to our state as forty-eighth in 
one category or another. This has been and is 
yet all too true in certain fields and instances. 
But in the field of obtaining physicians for 
rural areas by assisting medical students to 
meet the costs of their education, Mississippi 
is first. Other states, for example, North Caro- 
lina, South Carolina, Virginia and Kentucky 
have followed Mississippi's lead. Alabama has 
had a county scholarship program for many 
years; and Georgia, Arkansas and Texas are 
in the process of establishing some type of 
medical education scholarship. Most of these 
groups have consulted our staff for informa- 
tion and assistance in this work. 


For many years prior to the passing of the 
legislation authorizing this program the num- 
ber of physicians in Mississippi had been de- 
clining. World War II did not change the sta- 
tistics much except to make a bad situation 
worse. With the return of doctors from mili- 
tary service, Mississippi still found itself with 
an inadequate number of physicians for the 
population of the state. For the past six years 
Mississippi has annually lost some forty doc- 
tors by death. In the sections classified as 
rural areas, according to House Bill 431 auth- 
orizing our loan program, there is one active 
physician for approximately 3,200 persons. 
According to House Bill 431, a rural area is 
a town or area with a population of 5,000 or 
less. In Mississippi there are only 23 towns of 
more than 5,000 population. In these 23 
towns live almost one-half of the state’s phy- 
sicians. 


*Chairman’s Address, Section on Medical Education and 
Hospital Training, Southern Medical Association, Forty-Sixth 
Annual Meeting, Miami, Florida, November 10-13, 1952. 

*This paper was prepared with the help of Maria Voskamp, 
Executive Secretary of the Scholarship Board. 

+Chairman of the Mississippi State Medical Education Board, 
and Dean, University of Mississippi School of Medicine, Uni- 
versity, Mississippi. 
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The age of many Mississippi physicians ac- 
counts for the high death rate in our physician 
population. The reason for this high death 
rate is apparent when we note that 48 per cent 
of the rural physicians of the state are 60 years 
of age and over. 


Mississippi has 50 Negro physicians, accord- 
ing to the latest statistics available. According 
to the 1950 Federal Census, Mississippi has a 
Negro population of 986,707. You can see that 
we need many more physicians of the Negro 
race. Of the 50 Negro physicians now in the 
state, only 12 are located in rural areas of 5,000 
population or less. The Delta section, in 
which lives a large portion of the state’s 
Negro population, claims 10 of the 50 Negro 
physicians. 

To the state of Mississippi, the program 
offers a practical workable means of obtain- 
ing doctors for the rural areas. To the student 
who is a Mississippian and who is willing to 
sign our state contract, this program offers 
an opportunity such as is offered to few stu- 
dents in America today: opportunity to serve 
both their fellow citizens and themselves. 


Under the legislation authorizing this pro- 
gram, which was established in 1946, any Mis- 
sissippian, man or woman, may apply for a 
loan not to exceed $1,250 per school year, in- 
cluding tuition payable direct to the school, 
or a maximum of $5,000 in four years. Vet- 
erans receiving tuition and subsistence pay- 
ments under the GI Bill of Rights are eligible 
for loans of from $500 to $1,000 per year, de- 
pending upon whether the student is single, 
married or has a family. Loans carry 4 per 
cent interest. This is the largest medical edu- 
cation scholarship that I am aware of, and I 


believe its terms of settlement are the most 
liberal. 


This loan program is not designed to assist 
residents of other states nor to change the 
goal of the young Mississippian who wishes 
to enter a specialized field of medicine or a 
specific location of practice upon which he 
has already decided. The basic requirements 
are: 


(1) Need of funds to complete medical edu- 
cation. 
(2) Completion of premedical work and an 


acceptance to any approved medical school 
in the United States. 
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(3) Willingness to sign a state contract to 
return, upon completion of a general rotation 
internship, to a rural area approved by the 
State Medical Education Board, and to remain 
there for a minimum period of two years, re- 
gardless of the amount borrowed. The loan 
is discounted at one-fifth of the student’s total 
loan per year, the amount varying according 
to the total amount borrowed by the indi- 
vidual. If a physician remains in an approved 
rural area for five years the entire amount 
plus the interest thereon is credited to him. 
If he chooses to leave such an area or the 
state at the end of two years he may pay off 
three-fifths of his loan with which he has not 
been credited, plus interest, and be free of 
contract obligation. All recipients of loans 
are obligated for a minimum period of service 
of two years. 


All graduates have been offered the oppor- 
tunity of applying for a two-year rotation in- 
ternship or a residency in general practice. A 
small group have availed themselves of this 
further education before entering medical 
practice. Furthermore, the physician under 
this program may move from one rural area 
to another with the Board’s approval. 


The State Medical Education Board charged 
with the just administration of this program 
is composed of the Dean of the University of 
Mississippi School of Medicine, who serves as 
chairman of the board by virtue of his office; 
the executive officer of the Mississippi State 
Board of Health, who serves as a member of 
the board by virtue of his office and whom 
board members elected as vice-chairman; the 
president of the Mississippi State Medical As- 
sociation, serving also by virtue of his office 
during his one-year term; and two members 
appointed by the governor for four-year terms. 


As a result of these state medical education 
loans, 376 men and women of Mississippi have 
received benefits to date. This is a carefully 
picked group, selected from approximately 
1,700 inquiries and applications. These stu- 
dents have come from 80 of the 82 counties 
of our state and many are still resident in 
their home county. 


Results of a recent study show that more 
loan recipients are sons of those engaged in 
agricultural pursuits than any other group. 
In the professional rank, more physicians’ sons 
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are loan recipients than sons of any other pro- 
fessional group. 

Reasons given by loan recipients for the 
study of medicine reveal the dominant influ- 
ence of parents and physicians. Interest since 
childhood is also a primary reason, while the 
desire to help others reveals the altruistic mo- 
tives of many. 


Fifteen loan recipients are women (8 edu- 
cated for practice; 5 in active practice; 3 in- 
terns; 4 in school). Twenty-three are Negroes, 
one of whom is a woman. Nine Negroes have 
been educated for practice; 8 are in active 
practice; | is in military service; 2 are serving 
internship; 11 are in medical school. 

Approximately 200 students are attending 
24 medical schools throughout the nation. The 
largest group is enrolled at the University of 
Mississippi School of Medicine. Other schools 
are: 

University of Alabama School of Medicine 

Baylor University College of Medicine 

Bowman Gray School of Medicine 

Columbia University College of Physicians and 

Surgeons 

Cornell University Medical College 

Duke University School of Medicine 

Emory University School of Medicine 

George Washington University School of Medicine 

Harvard Medical School 

Howard University College of Medicine 

Indiana University School of Medicine 

Jefferson Medical College 

Johns Hopkins University School of Medicine 

Louisiana State University School of Medicine 

Meharry Medical College 

Northwestern University Medical School 

University of Pennsylvania School of Medicine 

Southwestern Medical College 

University of Tennessee College of Medicine 

Tufts College Medical School 

Vanderbilt University School of Medicine 

Washington University School of Medicine 

As of August 1, 1952, a total of 116 young 
physicians have been educated for practice as 
a result of this program. This figure includes 
98 in active practice at the present time, of 
whom over 80 per cent are located in rural 
areas. Forty-four per cent of the 98 physicians 
recently licensed by the Mississippi State 
Board of Health were state loan recipients. 
Approximately a dozen are in military service. 
A few have repaid loans, three have been 
taken by death, and a few in other ways have 
failed to fulfill contract obligation. A small 
per cent have been approved for general prac- 
tice in state charity hospitals and in public 
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health. The 116 mentioned above came from 
59 counties of our state. Those in practice are 
located in over 50 counties of the 82 in Mis- 
sissippi. The chart illustrates the location and 
distribution of the physicians who are scholar- 
ship recipients. Over 50 young physicians now 
serving an internship in nearly 30 hospitals 
of 20 cities of the United States will finish 
their training during the fall and winter of 
1952. These interns will be in practice by 
June 30, 1953. They are the only additional 
young physicians of whom the state of Mis- 
Sissippi can be certain, for they are the only 
Mississippi medical students who have signed 
state contracts to return to rural areas of the 
state for medical practice. 


We feel that the leaders of our Legislature 
in 1946 were farsighted and progressive in es- 
tablishing this program. Honorable Walter 
Sillers, speaker of the Mississippi House of 
Representatives, conceived the idea and wrote 
the bill for the Mississippi state medical edu- 
cation scholarship loans. 

We are glad that Mississippi has been the 
first to take concrete steps to meet a problem 
which faces the rural areas of our entire 
nation. 


THE GEORGIA CIVIL DEFENSE 
HEALTH SERVICES PLAN FOR THE 
TREATMENT OF MASS CASUALTIES* 


By E. M. Dunstan, M.D. 
Atlanta, Georgia 


Physicians were the first to recognize and 
call attention to the urgent need for civil 
defense planning on a nation wide basis. 
The public instinctively expects physicians 
to play a leading role in this connection, 
and derives much peace of mind in this as- 
surance. The American Medical Association 
is constantly urging its membership to assume 
these leadership responsibilities. 


Civil defense planning entered a new phase 
with the establishment in December 1950 
of the Office of Civil Defense Administration 
directly under the President, and the ap- 
pointment of Mr. Millard Caldwell, Jr., 
formerly Governor of Florida, as administra- 
tor. Since then practically all of the states 


*Read in Section on Public Health, Southern Medical As- 
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have enacted legislation setting up their re- 
spective state civil defense divisions and these 
are now engaged in the gigantic, and often 
discouraging, task of mobilizing and training 
the population at large in civil defense. 

The inescapable civil defense responsibili- 
ties of physicians may be classified briefly as 
follows: 

(1) Know the special medical problems in 
connection with special weapons defense. 


(2) Be thoroughly familiar with the state 
and local civil defense health services plans, 
the integration with other civil defense serv- 
ices, and volunteer for the civil defense health 
services corps, or its equivalent. Learn not 
only one’s particular civil defense job well 
but as many other jobs as possible because of 


the great casualty rate expected among physi- 
cians. 


(3) Engage intensively in the training of 
auxiliary professional personnel, such as den- 


tists, veterinarians and others, in casualty han- 
dling in emergencies. 


(4) Do one’s part and see that the profes- 
sion as a whole assumes the responsibility for 
the training of the vast number of non-pro- 
fessional health workers that will be needed 
in case of atomic disaster. In this connection, 
encourage women’s auxiliaries to assume 
leadership in first aid teaching and in liaison 
work. 


(5) Inform one’s patients and the popula- 
tion at large the true facts about atomic, 
biological and chemical warfare, stressing the 
effective defense measures available and thus 
contributing to avoiding panic later. 

The medical profession of the state of 
Georgia is meeting its obligations in this 
connection by having participated intimately 
in the formulation of the Georgia Civil De- 
fense Health Services Plan and its present 
implementation. Since there are mutual civil 
defense assistance pacts between the South- 
eastern states, it was thought wise to present 
an outline of the main features of the 
Georgia plan to this key group of physicians, 
so as to facilitate the vital work of mutual 
aid and mobile support. 


The plan is simple, comprehensive, and 
can be implemented within our limited eco- 
nomic capacity. It will be given in sum- 
marized form below. 
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GENERAL 


(1) Functional organization at all levels 
should follow those recommended in Publi- 
cation AG-11-1, Health Services and Special 
Weapons Defense, prepared by the Federal 
Civil Defense Administration. The health 
officer, where there is one, should be the 
director of the health services and a practicing 
physician should be an assistant director in 
charge of the medical services. There should 
be an advisory committee composed of rep- 
resentatives of the medical, dental and other 
allied professional and technical groups di- 
rectly concerned. In order to facilitate mu- 
tual aid and training, the recommended plan 
is uniform for target as well as non-target 
areas since the latter will provide evacuation 
facilities and other vital support. 

(2) The State Civil Defense Health Serv- 
ices Division is directed by the state health 
officer with a deputy director in charge of 
administration, including plans and organi- 
zation, mutual aid and mobile support, and 
liaison in training, communications and 
transportation. The four main branches are: 
medical services; public health services; spe- 
cial weapons defense; and health supplies. 
Each branch has its staff and the correspond- 
ing units of the Civil Defense Health Services 
Corps, as shown below. 


(3) The five regional health officers and 
their civil defense staffs, with headquarters 
in Rome, Athens, Macon, Waycross and Al- 
bany, will act as alternates of the State Civil 
Defense Health Services Division Staff and 
thus provide for the necessary decentraliza- 
tion. The regional staffs will be responsible 
for the operation of the state plan in their 
respective regions. 

(4) The following training manuals giving 
detailed instructions about the different 
phases of the plan are available or almost 
completed: Manual for Organization of 
Improvised Civil Defense School-Hospitals; 
Hospital Manual; Management of Non-Cas- 
ualties; Mobile First Aid Units; Casualty 
Treatment and Evacuation; Standard Oper- 
ating Procedures of the State Civil Defense 
Volunteer Health Services Corps; the Nurse 
in Civil Defense; Special Weapons Defense; 
Public Health Services; and Health Supplies. 
Pictorial exhibits will be available for rapid 
and wide dissemination of information. Ra- 
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dio and television shouid be utilized exten- 
sively and so should newspapers and maga- 
zines. 

(5) The plan comprises two major phases: 
the “Self-help and Neighbor-help” phase and 
the “Professional and Technical Assistance” 
phase. 


SELF-HELP AND NEIGHBOR-HELP PHASE 


(1) The schools throughout the state are 
to be used as improvised hospitals with the 
personnel of each school district organized 
by its respective parent-teacher association 
with the assistance of the school staff, all of 
whom should be trained, as soon as possible, 
for these new duties. This vital assignment 
will undoubtedly serve as a powerful stimulus 
for organization of parent-teacher associations 
in all the schools in the state. A map of the 
school and its surrounding areas is to be 
posted prominently in the school to show 
proposed utilization of floor space for cas- 
ualty treatment, locations of reserve supplies 


in neighboring homes, and other essential 
information. 


(2) The parent-teacher associations are to 
catalog the skills available in their districts 
and use them to the best advantage. They 
should have as their first objective to cooper- 
ate with the overall Georgia Civil Defense 
Home and Family Plan, which has the wide- 
spread support of women’s clubs throughout 
the state, in seeing that every home in their 
district has at least one person trained in 
the Red Cross first aid course, and that each 
home also has the recommended first aid kit 
and “Instructions for Survival Under Atomic 
Attack” prominently posted in the shelter 
area, with extra cots and supplies. They 
should also see that every block, or its equiva- 
lent in the rural area, has at least one person 
trained in the Red Cross home nursing and 
one in the Red Cross nurses’ aid courses 
to work with headquarters at the block first 
aid station under the direction of the block 
warden; these are to be in addition to the 
ones trained for school-hospital duty and will 
thus constitute a good reserve. 


(3) The grammar school districts are to be 
grouped around the respective area high 
school districts and these in turn are to be 
affiliated with assigned existing hospitals. 
This will provide for the professional and 
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technical assistance necessary for training and 
operations. A minimum of one physician 
and one nurse will be assigned by the parent 
hospital to each school for training purposes. 


(4) Repeated drills at regular intervals 
should be instituted with the participation 
of the staff of the parent hospital. Training 
manual study periods should also include 
basic knowledge about atomic and other ex- 
plosive weapons, biological and chemical war- 
fare, and defense measures against these 
agents. Improvisation of equipmert and 
supplies, with appropriate storage, should be 
standard practice. Since the health service 
is the common denominator affecting all in- 
dividuals, the opportunity should be utilized 
to have these drill periods also include in- 
struction about the other civil defense services 
and the high degree of coordination which is 
essential. 


(5) Particular reference is made to the 
close coordination with the emergency wel- 
fare lodgings in the churches and the welfare 
non-casualty intermediate evacuation centers 
in the American Legion posts and other 
specified assembly points, all of which will 
have an attached first aid station. American 
Legion posts and auxiliary personnel will 
largely staff the welfare non-casualty evacua- 
tion centers. The welfare lodgings in the 
churches will be staffed generally by church 
personnel. The attached first aid station 
will be staffed by neighborhood school dis- 
trict professional and technical personnel. 
Where possible, a nurse supervisor will be 
assigned, and probably the part-time services 
of a physician. Good standing orders in this 
connection can be found in the manual “The 
Nurse in Civil Defense.” 


PROFESSIONAL AND TECHNICAL ASSISTANCE PHASE 


(1) Existing public health facilities are to 
be expanded for civil defense purposes and 
training facilities set up to provide the large 
number of auxiliary volunteer workers that 
will be needed. 


(2) Existing hospitals will fill key positions 
in training and operations. Each hospital 


will first appoint a civil defense chief of 
staff, set up its medical disaster staff as out- 
lined in AG-I1-1, and prepare as soon as 
possible a comprehensive disaster plan to 
include standard operational procedures so 
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that all concerned will know their duties 
when disaster strikes. The plan should pro- 
vide for maximum expansion of present bed 
capacity and for evacuating occupied beds if 
disaster strikes, including utilization of sur- 
rounding buildings. Each will train addi- 
tional technical personnel, and establish re- 
fresher courses to the limit of its resources; 
will organize medical corpsmen and _ nurses’ 
aid courses; will increase by 75 per cent, if 
possible, the reserve supplies carried; and 
will be prepared to channel Federal supplies 
as needed and available. Each hospital will 
establish close liaison with its affiliated im- 
provised hospital system in the schools, de- 
scribed in the self-help and neighbor-help 
phase; appoint the personnel which will fur- 
nish the professional and technical instruc. 
tion and overall guidance needed, beginning 
with a minimum of one physician and one 
nurse for each affiliated school-hospital; assist 
in making continuous inventory of existing 
and reserve supplies and equipment avail- 
able in their areas, and advise on improvisa- 
tion of same. Each will arrange for periodic 
disaster plan meetings and practice runs, 
including demonstrations for their affiliated 
improvised hospital system. 


(3) The local civil defense volunteer 
health services (CDVHS) corps will be com- 
posed of all medical, dental, and allied pro- 
fessional and technical personnel residing in 
the respective localities who will accept the 
responsibility to be available for emergency 
civil defense duties at all times. Its activities 
in time of emergency will be directed by the 
health services division of the city civil de- 
fense control centers which are being estab- 
lished in the periphery of Georgia cities. In 
the interim, this corps will be actively en- 
gaged in self-training and training of auxil- 
iary technical and lay personnel. The units 
of the corps are seen in the appropriate or- 
ganization chart. 


(4) The state civil defense volunteer health 
services (CDVHS) corps will be composed 
of approximately 50 per cent of the units of 
the local CDVHS corps of specified commu- 
nities and will operate directly under the 
state director of civil defense through the 
health services division of the state civil de- 
fense control center. The composition of 
this corps is shown in the appropriate organ- 
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ization chart. When called into action, units 
of the corps will report to the local control 
center specified and remain under its direc- 
tion until the assignment is terminated. The 
local components of this corps will not be 
called for duty elsewhere when its own com- 
munity is the scene of a major disaster. 


(5) Personnel of the different units of the 
state CDVHS corps will be selected by a 
committee composed of the local civil defense 
health service director, the regional public 
health director, and the chief of the particu- 
lar service concerned, who will make the 
initial nominations. 

(6) The main units of the CDVHS corps 
are: 

(A) Medical Service Branch.—Parent hospital pro- 
fessional staff (local); special teams (from parent hos- 
pitals): receiving and sorting, shock, radiation sickness, 
non-casualty treatment, blood bank, burn, trauma, 
anesthesia service, and operating room teams; high 
school professional staff; grammar school professional 
staff (local); emergency lodgings (churches, welfare, 
local); control center personnel pool (local); mobile 
first aid (American Legion sponsored or co-spon- 
sored); non-casualty evacuation center professional 
staffs (welfare); consultant and special groups, includ- 
ing: the various medical specialties, dentists, dieti- 
tians, laboratory technicians, litter bearers, medical 
corpsmen, medical school technicians pool, nursing 
groups, optometrists, osteopaths, pharmacists, physio- 
therapists, physicists, radiation monitors, veterinarians, 
x-ray technicians, etc. 

(B) Public Health Services Branch.—Sanitation; in- 
dustrial health; housing hygiene; laboratory; nutri- 
tion; mortuary; public health nursing; veterinary; 
vital statistics; and water pollution. 

(C) Special Weapons Defense Branch.—Biological 
defense; chemical defense; and radiological defense. 

(D) Health Supplies Branch—Medical and surgical 
supplies; blood and blood derivatives; sanitation sup- 
plies; and mortuary supplies. 


TRAINING OBJECTIVES 


(A) Non-professional.— (1) The Red Cross 
First Aid Course is prerequisite for all health 
services personnel. The American Red Cross 
has accepted this training responsibility and 
will furnish instruction upon request. 


(2) Personnel assigned to designated serv- 
ices will become thoroughly familiar with 
the respective training manuals, will put 
these into effect, and engage in practice runs 
and on-the-job training wherever feasible. 
The professional personnel assigned will su- 
pervise the follow-up training. 
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(3) In the case of the medical services, ini- 
tially approximately 25 per cent of the per- 
sonnel should receive advanced training in 
the 80-hour Red Cross nurses’ aid or the 
medical corpsman courses. Hospitals will 
be urged to set up these courses on a rotating 
basis so that instruction is continually avail- 
able to new groups being recruited. 

(4) College faculties are asked to encour- 
age their students throughout the state to 
take the Red Cross first aid course and as 
many as possible should take the 80-hour 
medical corpsman or the nurses’ aid courses. 
They will thus constitute a readily accessible 
pool for use with mobile first aid units. Biol- 
ogy, chemistry and physics majors can also 
be trained as laboratory and x-ray techni- 
cians. College faculties are also asked to take 
a leading role in guiding the citizenry at 
large to understand the underlying nature 
of this new way of life that has been forced 
upon us and the urgent necessity of enlisting 
with zeal and enthusiasm in the crusade to 
protect our heritage. 


(5) High school students throughout the 
state are being trained as airplane spotters, 
but it is felt that once disaster occurs they 
could be of great assistance with the mobile 
first aid units if they receive training in the 
Red Cross first aid course. 

(6) All training is to include special weap- 
ons defense, basic disaster psychiatry, and 
coordination with other civil defense services. 

(7) The Civil Defense health service 
schools in Atlanta and in the public health 
regions will coordinate the training of the 
key personnel concerned. 

(B) Professional (1) Standard operating 
procedures (SOP) for all units of the civil 
defense health services corps are being pre- 
pared. This will also include: SOP for re- 
gional and state-wide joint exercises where 
the teams participating will be transported 
by the mobile first aid units; and SOP regu- 
lating employment of the units when called 
into Federal service for duty outside the 
state. 

(2) A 12-hour orientation course outline 
in special weapons defense for physicians 
has been prepared by the Federal Civil De- 
fense Administration and is available for use 
throughout the state. 
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(3) Special courses of instruction in emer- 
gency procedures are being set up in commu- 
nity hospitals for the training of dentists and 
other specified groups. 

(4) “Manual of Treatment” prepared by 
the National Research Council standardizes 
treatment procedures for mass casualties and 
is to be used extensively in developing all 
professional courses. 


(5) The technical manual “The Nurse in 
Civil Defense” is serving as a guide in devel- 
oping similar manuals for other specialty 
groups. 

(6) Medical school faculties are asked to 
encourage medical students, and as many pre- 
medical students as possible, to train in lab- 
oratory and x-ray work, in addition to first 
aid work, and thus be available wherever 
needed throughout the state. Medical school 
faculties are also asked to advise continuously 
on standardization. 

(7) The follow-up training is most impor- 
tant: 

(a) The hospital civil defense chiefs of 
staff will play a leading part in the respec- 
tive periodical hospital disaster plan meetings 
and should plan as soon as feasible to incor- 
porate civil defense instruction as a regular 
item in the monthly professional staff meet- 
ings. 

(b) The hospital field inspectors from the 
state hospital services division will keep 
hospitals throughout the state informed of 
overall plans and assist them with their 
problems in implementing these. 

(c) The woman’s auxiliaries of the state 
and county medical societies, and the Better 
Health Council where there are no auxiliaries, 
will work continuously in improving liaison 
between lay and professional groups, special- 
ize in first aid instruction, etc. 

(d) The professional personnel assigned to 
the various units will supervise the training 
of these units and see that this progresses 
satisfactorily. 

SUPPLY AND TRANSPORTATION 


Supply.—One central state stock-pile is be- 
ing planned. In addition, since Atlanta is 


headquarters of the Southeastern Region 
(No. 3) of the Federal Civil Defense Admin- 
istration, it is anticipated that one of the 
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large Federal stock-piles will be near this city. 
In the meantime, the Army has one of its 
main supply depots at Conley, Georgia, near 
Atlanta, and presumably can be expected to 
furnish initial emergency supplies until other 
resources can be mobilized. 

Locally, the key word is improvisation. 
The Manual for Organization of Improvised 
Civil Defense School-Hospitals gives the de- 
tails of how this should be done. The Health 
Supplies Manual will give further informa- 
tion. The important role of hospitals in 
this connection is discussed above. Food 
supplies come under jurisdiction of welfare 
services. 

Transportation.—Civil Defense health serv- 
ices at present have been allocated laundry 
and milk trucks (which can in case of dis- 
aster empty their loads at the nearest school 
and be converted into ambulances), school 
buses, and the regular ambulances. Other 
transportation will be allocated as available 
by the Civil Defense Transportation Division. 


OPERATIONS IN CASE OF DISASTER 


The degree of implementation will depend 
on the extent of the disaster. Assuming full 
implementation and purposely simplified: 


(A) State at Large——The self-help and 
neighbor-help and hospital personnel will 
proceed to their respective stations and pre- 
pare to receive evacuees. Units of the state 
Civil Defense health services corps will stand 
by and await orders as needed. 


(B) Non-Bombed Target Area—(l) The 
trained self-help and neighbor-help groups 
will listen for radio instructions from the 
city control centers and, as soon as possible, 
will proceed to their stations in the respective 
improvised school-hospitals and set these up 
for receiving casualties. Some of the person- 
nel in the more peripheral hospitals may be 
temporarily ordered by the control center to 
assist in setting up additional improvised 
hospitals nearer to the disaster area. 

(2) Remaining hospitals will put their dis- 
aster plans into full operation. 

(3) The local and state Civil Defense 
health services division staffs will proceed 
at once to their respective control centers. 


(4) The local Civil Defense volunteer 
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health services corps units will proceed at 
once to their assigned stations, or, if this is 
impossible, to the nearest control center. 

(5) The designated peripheral hospitals 
will rush obstetrical packs to the existing 
improvised school-hospitals nearest the dis- 
aster area and to other stations in the routes 
of evacuation to be used as needed as the 
evacuation of the eighth and ninth month 
pregnant women and children below the 
seventh grade proceeds. 

(6) During this time the control centers, 
which are composed of representatives of all 
the civil defense services, have ascertained 
the extent of the damage and are in constant 
communication with mobile two-way radio 
trucks at the disaster scene and monitors 
with walkie-talkies. If the disaster exceeds 
the local capacity to take care of it, the local 
civil defense director asks for aid from the 
state civil defense director. Units of the 
state Civil Defense volunteer health services 
corps will then be ordered to report to the 
local civil defense director and his health 
services deputy and remain under his direc- 
tion until released. The mobile first aid units 
ordered in will bring in the additional litter 
bearers and medical corpsmen which may 
be required. The state control center, in 
consultation with the local control center, 
will jointly determine the extent of casualty 
and non-casualty evacuation that will take 
place and issue directions accordingly. 


(C) Bombed Area—(1) The trained self- 
help and neighbor-help personnel who are 
not injured will report to the nearest intact 
suitable buildings and begin setting up first 
aid stations with the assistance of personnel 
sent in from the control centers. The dis- 
aster area should be “ringed” as soon as pos- 
sible with these and with mobile stations to 
give first aid to the great number of walking 
casualties and act as “filters” for the school- 
hospitals. By this time the control centers 
have radioed instructions to set up additional 
improvised hospitals in existing buildings 
near the disaster area, and the personnel 
available will proceed to do this at once. 
The remaining non-injured personnel will 
then act as litter bearers bringing the injured 
to these first aid stations and improvised hos- 
pitals. 
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(2) Individuals who were stunned but not 
physically injured will be taken to the wel- 
fare lodgings in the churches and other 
designated places and there will receive the 
spiritual and psychological help which will 
enable them soon to assume active roles in 
the care of the injured, putting out fires, 
and other civil defense services which will 
be urgently needed. 

(3) The physically injured, as mentioned, 
will be taken by the above mentioned per- 
sonnel, supplemented by litter bearers, mo- 
bile first aid units, and other personnel sent 
in by the control centers, to the first aid 
stations and improvised hospitals “ringing” 
the disaster area and from there handled in 
accordance with the following principles. 


PRINCIPLES OF CASUALTY HANDLING IN 
EMERGENCIES 


(1) Triage consists of the sorting and di- 
recting of casualties, such care of the 
wounded being a continuous process from 
the first aid station to final return to civilian 
life. 

(2) Priority and non-transportable casual- 
ties consisting particularly of penetrating 
chest, abdominal and major vascular wounds, 
are best handled in priority hospitals set up 
in high schools away from the major casualty 
flow where operating facilities should be 
available for at least three teams to work 
simultaneously. 


(3) The moderately wounded will require 
dressings at improvised hospitals, treatment 
of shock with plasma or fluids, readjustment 
of bandages and evacuation from the center 
to the periphery, probably by air, ambulance 
or train to nearby towns. 


(4) The lightly wounded will need local 
handling, careful debridement, chemotherapy 
and out-patient care. They will have to as- 
sist in the local efforts at fire fighting, res- 
cue, etc. 


(5) Debridement consists in skin incision 
along normal cleavage planes, the liberal 
opening of deep fascia and muscle splitting, 
the removal of damaged tissues and indriven 
foreign bodies, leaving the wounds open and 
bandaging them. Closure of such wounds 
can be accomplished later. Hemostasis is 
best accomplished with fine catgut ligatures. 
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(6) Burns will be dressed initially by first- 
aid personnel and their dressings will have 
to be adjusted at improvised hospitals, their 
pain relieved, antibiotics given and their 
shock treated before evacuation. 


(7) Shock is best treated by rest, Trendelen- 
burg position, plasma and blood if available. 
Oral fluids can be given in the absence of 
chest and abdominal penetrations. 


CONCLUSION 


It is in keeping with honored tradition 
that we as a profession continue to measure 
up to the leadership responsibilities expected 
of us in this vital field of civil defense, be- 
ginning with the formulation and imple- 
mentation of adequate and comprehensive 
state health services plans which will make 
provision for effective mutual aid and mobile 
support to surrounding states. 


DISCUSSION (Abstract) 


Dr. John M. Whitney, Atlanta, Ga.—I have noticed, 
since I have been assigned to responsibility for civil 
defense in this region, that there is a good deal of 
lack of public knowledge not only as to what civil 
defense is, but as to whether it is needed or not. 
Perhaps many of us have asked ourselves the question: 
why are we doing this, or why should we do this, par- 
ticularly in the face of lack of encouragement on a 
national level, where perhaps members of our own 
Congress are not too enthusiastic about it. 


In any type of casualty management, of course, they 
all would be based on the same principles, the prin- 
ciple of a person’s helping himself, helping members 
of his family, and then helping the neighbors on his 
block, until it gets into the organized professional 
health system. We might consider for just a minute 
what such a system depends on. 


Any type of operation, of course, depends on two 
things: the people who must know what to do, and 
then the tools or equipment or supplies with which to 
do it. We try to make as detailed plans as we can 
where everyone will be told exactly what to do and 
will have a job to do, but unless that person has been 
trained to do that and unless he has something to 
do it with, then we shall not get very far. 


We know that civil defense has a few basic prin- 
ciples. It does not take much of a perusal or study of 
what happened in Nagasaki and Hiroshima to see 
what the magnitude of the task would be if just one 
atomic bomb should happen to fall on one of our 
cities. When we stop to think about what actually 
has won the last two wars for this country, we find that 
it has been our industrial capacity and production. 
That is actually what has pulled us out on top and 
any enemy who is smart, and we are not going to make 
a mistake, I think, of assuming that our enemies are 
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not intelligent, is going to know ahead of time that 
the only way that he can whip us, the United States, 
is to hit at our industrial production and our indus- 
trial facilities. I believe in the last war it took ten 
men or women working at home, to support every 
man we had at the front. 


Assuming that a potential enemy has enough in- 
telligence to make that assumption, then we can see 
that some sort of a plan must be set up in order to 
protect our industrial potential as well as the lives 
of our citizens. We know that no community is self- 
sufficient, no area is self-sufficient, but the basic 
principle of civil defense is that each city and each 
area must be prepared to help the other city or the 
other area because we do not know who will need the 
help. We hope we shall never have to go into actual 
operation on things that we are planning to do, but 
we must be prepared to undertake some sort of civil 
defense program and operation that could save us from 
utter catastrophe. 


You may have heard General Vandenberg’s state- 
ment that no air defense can stop more than 30 per 
cent of an attacking bomb fleet, and it would be in- 
conceivable that the enemy would just drop one bomb 
on one place. So when we get right down to it, the 
Congress has given the responsibility for the develop- 
ment of civil defense to the states as sovereign states. 
They have given them little help in the form of money 
with which to do it. However, there are federal funds 
on a matching basis available for specific categories, 
not only for buying equipment and supplies, ranging 
all the way from air wardens’ down to medical sup- 
plies, but also for setting up the training programs 
that Dr. Dunstan has discussed. 


Dr. Joseph E. Schenthal, New Orleans, La.—Most 
physicians are called on to take part in community 
affairs and especially in the handling of community 
disasters. Most of us recognize the importance of 
interim planning for handling casualties in civil de- 
fense and natural disasters, and many professional 
persons have given much time and experience to de- 
veloping such programs. A number of us have been 
impressed by the importance of adequate planning 
after studying natural disasters such as occurred in 
Kansas City and Texas City. Actually, in many com- 
munities everyone is aware of the need to utilize such 
well designed programs by combining both civil de- 
fense and community natural disasters. It is my 
impression that many physicians are disappointed in 
the local community’s lack of follow-up, once programs 
are initiated. The financial backing of the program 
is withdrawn with inadequate means to maintain the 
program. Few communities realize the discouraging 
effect this has on the professional persons taking part, 
and that there is a loss of valuable personnel through 
loss of interest. I wonder whether a public educational 
program might be carried out upon the fact that 
public health measures of tremendous importance can 
be seriously damaged by those controlling community 
budgets, this, of course, being done before budgets 
are decreased. 


Dr. Dunstan (closing)—Dr. Schenthal points out that 
most states, including Louisiana, distinguish between 
natural disasters and those brought about by enemy 
action. The civil defense organization comes into action 
only in the latter case, leaving the former to be cared 
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for usually by the American Red Cross. This alloca- 
tion of responsibilities applies also to Georgia, and I 
agree that there is much wasted effort in not utilizing 
the civil defense organization in all types of disaster. 


In a significant editorial in connection with the 
recent Kansas-Missouri flood, the Journal of the Amer- 
ican Medical Association, of November 24, 1951, com- 
mented on the desirability of changing local legisla- 
tion to allow civil defense authorities to act, not only 
in wartime, but in any major disaster. We agree with 
this and are trying to influence the proper officials to 
accomplish this change. 

Now, with reference to funds to do this work, there 
are matching funds available, as mentioned by Dr. 
Whitney, and these should be set up and used sys- 
tematically. However, I want to point out that we 
should not delay the training programs while waiting 
for funds to carry out elaborate stock-piling. 

We are at present concentrating on setting up dem- 
onstration units in key places and urging communities 
to make maximal use of improvisation. By building 
the training program around existing hospitals, we 
further simplify the problem, since they already have 
available much of the demonstration and_ teaching 
equipment for their own educational programs. 


STARS IN THE HEAVENS* 


By J. P. SANvERs, M.D. 
Shreveport, Louisiana 


Pharaoh had two dreams. None of the 
soothsayers, magicians, or the greatest scien- 
tists of his time could give the proper inter- 
pretation. His butler finally told him about 
the Hebrew boy, Joseph, who had befriended 
him in prison two years before. Joseph was 
brought before Pharaoh and asked if he were 
an interpreter of dreams. Joseph replied, 
“No, but God is.” 


In the first dream, Pharaoh saw seven fat 
cattle devoured by seven poor cattle. In the 
second dream he saw stalks of corn with seven 
ears devoured by stalks with seven scrawny 
ears. Joseph predicted seven years of plenty 
and seven years of famine. Pharaoh was wise 
enough to accept Joseph’s prediction and pre- 
pared for the seven-year famine to follow. 
Joseph, under the guidance of God, built 
great granaries, great storehouses, bought up 
the surplus grain at a fair price, and pre- 
pared for the time of need. The nation, as 
well as the surrounding peoples, was saved, 
by this great planning. 


*Read in Section on General Practice, Southern Medical As- 
sociation, Forty-Sixth Annual Meeting, Miami, Florida, No- 
vember 10-13, 


1952. 


: 


In contrast, we saw eleven years of plenty 
following the first World War, (under the 
Republicans), and then eleven years of famine 
(under the Democrats), saved only by the sec- 
ond World War. The seven years of plenty 
since the second World War has overshad- 
owed anything that Egypt ever knew. Why do 
we not plan for the seven-year famine, or 
whatever this number of years will be, that 
is sure to follow? Why can not the Ameri- 
cans be so wise as Joseph was in Egypt? 


A GENERATION LOST 


The present day difficulties probably date 
back to the great depression of October, 1929, 
twenty-three years ago. The reasons for the 
depression are manifold, but it is generally 
agreed that it was based on man’s loss of 
faith, loss of morality, loss of integrity, and 
finally, that we forgot God. 

Certainly, man’s lust for money and power 
had a great deal to do with it. Many great 
industrial concerns, banks, large stockholders, 
and many other people with money consid- 
ered it an opportunity to freeze out the small 
shareholder and take over the whole business 
unto themselves. There was a general let- 
down in morality all over the world. Im- 
morality appeared for the first time in gov- 
ernment on a large scale. We saw high offi- 
cials in the Harding administration dismissed, 
prosecuted, and sent to prison for dishonesty. 
While there was little or no protection from 
the higher-ups during this period, there were 
definite signs of lack of integrity among high 
officials. 

This was a period of the noble experiment, 
prohibition. Gangsterism rose to its highest 
peak. Enforcement officers were bought off 
as you would buy a sack of potatoes. But it 
seems in retrospect that neither political party 
was responsibile for this terrible situation. 

This same period also marked the rise of 
socialism all over the world. It is true that 
Russian communism started right after the 
Russians folded up during World War I. But 
communism never got a complete hold on the 
nation until about the end of their second 
Five-Year Plan, which probably dated around 
1928-29. Fascism in Italy rose under Musso- 
lini, who came into power in 1925, but 
reached its peak in the early 30's. Hitler 
came into power in about 1932 or 1933 in 
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Germany, and with him, Naziism. Nationalism 
in Japan took hold there in 1933, when the 
war lords of that country took over. Dealism 
in the United States started definitely in 1933. 
The rise to power of all these socialist lead- 
ers was largely through labor organizations. 
The dictator was a leader in his own labor 
party. He promised party members a new 
era, higher wages, social security, eternal wel- 
fare. But once they were in power, they all 
followed the same pattern. Labor unions 
were disbanded. The workers became as slaves 
to their government, and social gains were 
soon swept away in the face of the ever rising 
tide of dictatorship. They used the promise 
of giving people something for nothing. They 
took away from those who had and gave it to 
those who had not. Their ruthlessness was 
even more pronounced than that produced by 
capitalism in the era gone by. Human nature 
was the same, whether it was owners and man- 
agement, or the working men themselves. 


There were great changes in men’s souls. 
These changes embodied not only national 
thinking, but international philosophy as well. 
Peoples everywhere began to be trained to 
destroy instead of to produce. Bureaucracies 
were set up to hire masses of people at public 
expense, but not to produce. In our own 
country, we saw pigs, cattle, sheep, and other 
food-producing animals destroyed while peo- 
ple starved. Crops were plowed under, and 
other property destroyed to please the promul- 
gators of this new philosophy. Public owner- 
ship was recommended for utilities, transpor- 
tation, and many of the other national enter- 
prises, which had always been under private 
ownership. Dishonesty gradually crept in from 
the top. At first it was overlooked, then con- 
doned, and finally became the principal meth- 
od of procedure. Increasingly the lust for 
power was ever and ever more apparent. 


No real attempt was made during this whole 
period to bring us out of the depression or 
cure the country’s ailments. Instead, the rulers 
were constantly taking unto themselves more 
authority, depriving the individual of his 
own rights and ever making the people more 
subservient to the centralized government. 


The philosophy of the great isms was al- 
most identical. The problem of working out 
these philosophies differed in the separate 
countries only insofar as the laws and the 
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people themselves differed. For example, it 
was not quite possible for a complete dictator- 
ship to be set up in America like that in Rus- 
sia, Italy or Germany. But the same seeds 
were being sown everywhere, and the harvest 
must necessarily be the same. 

Inevitably there was to be war. Each dic- 
tator in his own right prepared his country 
for war as it had never been prepared before. 
Even in America, we were told over the radio, 
in the newspapers, and in magazines that 
“not a drop of American blood would ever 
be shed on foreign soil.” Concurrently prep- 
arations were being carried out, readying us 
for the greatest war we had ever seen. Our 
senses were constantly being lulled for this 
leader. 


RESULTS OF THE GREAT WAR 


I shall not burden you with the details of 
that war. But the war brought out the big- 
ness of many men that would have never been 
shown otherwise. Great leaders developed in 
the armed forces, in the financial world, and 
in industry. We saw men trained; arms, am- 
munition, and equipment manufactured; and 
all maneuvered so expertly that it resembled a 
game of chess. Industries grew up overnight. 
Planes, tanks, guns and ships were produced 
so rapidly that our enemies were whipped on 
the production front before they were ever 
shipped overseas. But along with these great 
developments, certain selfish traits began to 
rear their ugly heads. Wartime profits made 
millionaires of men who were never able to 
make a living before. Racketeers found it 
profitable to deal in all sorts of subversive 
enterprises. It was the age of the five per- 
centers. Influence among the right people 
was bought like a loaf of bread. No one in 
high government seemed to care. Money was 
plentiful. Taxes were high. Everybody was 
footing the bill. It mattered little that a few 
millions disappeared by the wrong route. 
These had always been the aftermath of war. 
But never on such a grandiose scale. 

Undoubtedly the United States had become 
the greatest nation that had ever existed. We 
had the greatest army, the greatest navy, the 
greatest air force, and the greatest productive 
power ever known to man. Our enemies feared 
us, and our friends respected us. Truly we 
were God’s chosen people, and we had been 
blessed. 
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We had united with many nations for a 
common purpose, to defeat our enemies. But 
the thirst for power had so permeated our 
leaders that they were unwilling to turn back. 
The philosophy they had so carefully drilled 
into us during the past ten or fifteen years 
was continued. The situation was not differ- 
ent in England, France, Russia or America. 
The ideologies were still the same. 


Soon great jealousies developed between 
us. Where we had been friends before, hatreds 
came in. Now we find ourselves at each other’s 
throats. We find no respect for us, either 
from our friends or from our enemies. The 
mighty power and influence that we devel- 
oped during the war has been rashly dis- 
sipated. It has become more and more diffi- 
cult to hold the people of this country in hand 
by the old method of divide and conquer. 
But they continue in their efforts. Labor 
unions were encouraged to fight their em- 
ployers. Patients were taught to hate their 
doctors. Everywhere chaos became more and 
more apparent. Morality again reached new 
low ebbs. People distrusted one another, and 
still do. Honest political leaders everywhere 
seemed to lose all courage to fight for what 
was right, but settled down to see how much 
they could get. 


The Korean War is just another example 
of not knowing what or how to do. The 
Chinese, who were our greatest friends five 
years ago, are now cur most hated enemies. 
What a tragic situation among old friends! 

The clouds never hung lower; the night was 
never darker; the people were never more dis- 
couraged than they have been during the past 
four years. Oh, we have had money and jobs, 
good homes, automobiles, but no one feels 
secure. Few have been trained to work for a 
living. The philosophy of “Wait and it will 
come to you” is still our national policy. 
THE WORLD NEEDS A GREAT RELIGIOUS CRUSADE 


Whether this crusade will come in our life- 
time is problematical. From the top to the 
bottom, we have got to have a changed philos- 
ophy in our thinking. What is good, honest, 
and upright must be our policy, whether it 
is on an international, national, state, or local 
level. We cannot overlook little transgres- 


sions and excuse the man just because he 
was caught. We must have officials in whom 
we have confidence, whom we trust, who we 
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know will do what is right, whether or not it 
is the best policy. Honesty again must be 
taught in the homes, in the churches, in the 
schools, and in the market places. If that vir- 
tue is not accepted as a national policy, then 
we can never have the America that we once 
had. Greed, a perfectly human trait, must be 
treated as the serpent that it is. It must be 
tramped down at every level, and those that 
indulge in it must pay the penalty for its in- 
dulgence. 

Welfare, of which we have heard so much 
during the past twenty years, must become a 
personal responsibility. Each man must care 
for his own. Otherwise, how can you train a 
child to prepare for old age, when he knows 
that the government will take care of him? 


Hard work, almost forgotten in this genera- 
tion of socialism, must be revived if we are to 
get along. Our children must be trained 
again, that it is by their own efforts that they 
may expect to succeed, not that they know the 
right people in the right places. All in all, if 
we are to reverse ourselves, we have a lot of 
things to undo, and that job will not be easy. 


THE RECENT ELECTIONS 


During the campaign and the elections held 
last week, November 4, we heard two philoso- 
phies discussed. The first was expounded by 
the encumbents of the past twenty years, who 
talked about liberalism, a planned economy, 
and “You never had it so good.” These same 
philosophies were expounded by Hitler, by 
Mussolini, the socialists of England, and the 
communists of Russia. They really built a 
utopia in the minds of the people who voted 
for them. 


The other group talked conservatism and 
individual rights. They stressed personal 
freedom and the ability of the individual to 
plan his own future. They stressed the fact 
that you must decide for yourself what your 
future must be: whether or not you want 
to live and die a bum, or whether you want 
to be somebody and amount to something. 
In their thinking, one has the right to choose 
for himself. 


Of course, these two philosophies clash. 
They can no more exist together than com- 
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munism and capitalism. In fact, that is just 
what they are. Let us not kid ourselves, try- 
ing to deny the fact that they are anything 
else. 

The socialist party, to which the present 
regime actually belongs, came into disrepute 
with the American public before the turn of 
the century. They have continued to lose 
prestige since that time. Consequently, the 
American people could never have been sold 
down the river under the party name socialist. 
When the socializers planned their scheme 
completely to convert America, they found the 
Democratic party the most accessible. The 
solid South had never broken away from the 
fold. They had almost two hundred electoral 
votes; had been “cussed,” kicked about and 
abused by every party in power since the Civil 
War. But they would always vote the party. 

The big city bosses and their machines 
would gradually line up with any group that 
would increase their power. It was not dif- 
ficult to get the hangers-on, the riff-raff, the 
reds, the pinks, and the isms of every sort to 
come into this great fold. What a grand coali- 
tion! 

Rapidly we saw the great conservative 
party turned into a communist, or socialist 
one. The technic of divide and conquer was 
used to its fullest extent. The great Supreme 
Court, which had been the rock of Gibraltar 
in American politics, was actually rocked to 
its foundation. Purely by accident was the 
decision of the judges contrary to some of 
the wishes of the higher-ups. It was probably 
a personal feeling among the Supreme Court 
justices that kept them from ruling that the 
steel mill seizure was illegal. If this great 
catastrophe had been perpetrated on the 
American people, there is no question in in- 
telligent people’s minds that American free- 
dom would have been at an end. 


RESULTS OF THE ELECTION 


You know the results already. Labor failed 
to follow its leaders. The big city machines 
failed to produce the majorities ordinarily 
expected. The farm vote was fooled no more. 
Minority groups were deceived no longer. We 
say the Negro, the Jew, the catholic, and the 
other minority groups breaking over and vot- 
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ing for the great crusader. Again we all voted 
as Americans and not as special groups. The 
South broke over party lines for the first time, 
even though a few of the states remained in 
the socialistic column. 

What does all this mean? Certainly there 
will be a swing to the right. There will be a 
right-about-face in the philosophy of govern- 
ment. We expect an end to socialism. We can 
hope to start back where we left off in 1929, 
building a greater America. 


Our own responsibility has certainly in- 
creased. We must be more alert, must assume 
greater responsibility for our civic, political 
and professional duties. Our leadership must 
take on an aggressiveness never seen before 
in medicine. We must pool our efforts in or- 
ganizational work for the good of. our great 
country. When we are right, we can elect any- 
body we choose. 


THE BRIGHT SPOTS 


With this black picture, I am sure that you 
wonder why my title, “Stars In The Heavens,” 
but it is always darkest just before the dawn. 
Another factor that we must not overlook is 
the American man’s inevitable will to fight 
back, even to death if that becomes necessary. 
People in general over the country are grad- 
ually getting fed up with the do-gooders who 
are invariably themselves no-gooders. The 
common man is finding out for himself that 
it is he who pays. The old idea of sock the 
rich has backfired so many times that the 
man on the street realizes that he is the one 
who is being socked. 


A pure democracy is one in which the ma- 
jority always rules. But experience has taught 
us that by mass hysteria anything may be 
voted. The masses will vote the house out 
from under you to a man down the street who 
never made a living in his life. Consequently, 
we know that we need a powerful influential 
minority that acts as a balance wheel against 
all encroachments. There must be certain 
checks and balances, and we have had that in 
our Constitution, supported finally by our Su- 
preme Court. Small racial and minority 
groups must be protected from the larger, 
more powerful groups at all times. Group 
prejudices must be controlled in favor of the 
individual and small group rights. Our 
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friends, the labor unions, and other groups 
must learn that, if they are to save themselves. 


WHAT ARE OUR STARS IN THE HEAVENS? 


The general practitioner, which you repre- 
sent, is closest to the heart of America of any 
group unless it is the ministers. Occasionally 
we are even closer than they are. The medi- 
cal profession has been sold down the river 
by the socializers, but this has been directed 
more against the specialist than against the 
family doctor. The socializers have had little 
luck in convincing the American people that 
their personal physician is a reprobate, a 
money-grabber, or a dud. During these years 
in their attempts to belittle the medical pro- 
fession, their arrows have been directed at 
others than the general practitioner. Of 
course, we are part of that great profession, 
but it is within our power to restore the faith 
that the American people once had in their 
doctors. We are so close to the patients we 
treat that many times we are able to straighten 
them out in their way of thinking. 


The integrity, the honesty, and the morality 
of the family doctor is still largely unques- 
tioned. It is up to us to impress upon the pub- 
lic that we represent a large and probably the 
most important segment of the medical pro- 
fession as a whole. The specialist, as important 
as he is, and we cannot do without him, 
should be our assistant in the care of the sick 
and afflicted. If we stick to our ideals and 
continue in our present trends, we may help 
save America. 


In closing, I cannot help mentioning some 
of the great general practitioners of the South. 
While these do not represent even a small 
segment of that great mass of doctors, I per- 
sonally want to pay tribute to a few of them 
by mentioning their names during this dis- 
course: John R. Bender, Winston Salem, N. 
C.; Walter W. Sackett, Miami, Fla.; Dave G. 
Miller, Morgantown, Ky.; John O. Boyd, Roa- 
noke, Va.; Fount Richardson, Fayetteville, 
Ark.; S. S. Kety, Picayune, Miss.; Albert S. 
Dix, Mobile, Ala.; D. H. James, Memphis, 
Tenn.; M. C. Wiginton, Hammond, La.; Fred 
H. Simonton, Chickamauga, Ga.; R. L. Craw- 
ford, Lancaster, S$. C.; H. T. Jackson, Ft. 
Worth, Tex.; Malcolm E. Phelps, El Reno, 
Okla.; and R. C. MclIlwain, St. Louis, Mo. 


116 
RECURRENT PTERYGIUM* 


By Avrrep A. Nisset, M.D. 
San Antonio, Texas 


Pterygiums are common in the southwest, 
and a rather large number of them tend to 
recur. After many of each kind have been 
observed and treated it is possible to predict 
with a fair degree of accuracy which ones 
will soon appear again following treatment. 
If one is relatively thin, quite narrow and 
contains few blood vessels it will respond to 
aimost any of the usual surgical procedures, 
even if it has been operated upon previously. 
The three procedures which leave tissue in 
place after operation may succeed, but in 
all of them care must be taken to prevent 
later encroachment on the limbus. This was 
pointed out by Doherty." 

First, if a transplant is used, the side of 
the pterygium body must not overlap the 
limbus or the direction of growth will return 
to horizontal. Secondly, if a transplant of 
mucous membrane,? bulbar conjunctiva® or 
skin* is used, a bare area must remain at 
the limbus. Tissue from the mouth or skin 
surface remains thick and unsightly. Third, 
the procedure advocated by Spaeth® in which 
the pterygium body is cut free at the borders 
and rotated ninety degrees may in the end 
appear similar to a recurrent transplant. 

Excision procedures are of two types al- 
though they vary little except for the amount 
of tissue removed. The one preferred by 
McGavic® leaves a fringe of pterygium at 
the edge of the bare sclera. If the pterygium 
is thick, an unsightly rim results. Sugar? 
following D’'Ombrain’s* lead depends on re- 
section of subconjunctival tissue and a small 
bare area of sclera. After several recurrences 
the separation of bulbar conjunctiva from 
underlying tissue is not easy. 

The second type which removes the entire 
body of the pterygium with thin conjunctiva 
pulled in from above and below covers that 
portion of the defect remote from the limbus. 
Care is taken to leave an adequate triangular 
area of bare sclera. This gives a better cos- 
metic result but is not practical if the ptervg- 
ium body is extremely wide. 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Sixth Annual Meeting, 


Miami, Florida, November 10-13, 1952. 
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The Strontium,, applicator has 
been of great help in conjunction with sur- 
gery in treating recurrent pterygiums. Rare- 
ly should it be used alone because old blood 
vessels respond slowly and when the head is 
well on clear cornea the end result is a white 
patch. If the head is on the limbus, some 
retraction may result with shrinking of the 
mass. 

When this applicator first became avail- 
able, the suggested dosage resulting from the 
early work was very misleading because of 
its inadequacy.*!® Some of the more per- 
sistent pterygiums seemed to have their ves- 
sels stimulated rather than discouraged by 
this beta radiation. 

There are several points of interest regard- 
ing the use of beta radiation in general and 
the Srgo applicator in particular. In_ spite 
of the few objections that have been raised, 
particularly by rival applicator makers, re- 
garding penetration, the Sr, applicator 
remains the most satisfactory for my _ use. 
It produces no significant gamma radiation 
and an adequate dosage may be given in a 
relatively short period of time. 

The Sry, applicator is calibrated by the 
ionization chamber method and dosages are 
calculated in roentgen equivalents physical 
(rep.).'"° This is not to be confused with the 
unit roentgen of x-radiation. 

The Sra applicator which I have produces 
about 50 rep. per second; so a dose of 1500 
may be given to each contact area in thirty 
seconds. Two methods of application may 
be used. If fixed contact areas are preferred 
the applicator is moved to a contiguous area 
alter each dose. If the spray procedure is 
used, a relatively larger dose that approxi- 
mates the total of the contacts, is given with 
the applicator barely touching and moved 
slowly over the surface to be barraged. The 
dose for each contact area varies from 1500 
to 3000 rep. No adverse reaction has been 
noted following the larger amount. Indi- 
vidual doses are applied each week or every 
other week. The total dose per contact area 
varies from 5000 to 20,000 rep. 


The time of application is of importance 
for this radiation affects new blood vessels 
to a greater degree than it does old ones. 
In a few instances a preoperative dose was 
applied in the hope that the ionization 
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would be in progress at the time of opera- 
tion. A dose is always given at the end of 
operation. It should be adequate both in 
amount and area treated. In one instance 
a few days after operation a cluster of new 
vessels appeared in the cornea coming to the 
surface at the former site of the pterygium 
head. They regressed gradually during 
treatment and have not been noted since. 
Contact doses may be made with impunity 
along the limbus postoperatively. There 
seems to be no interference with the forma- 
tion of new epithelium in the bare areas on 
the cornea and sclera. This is probably due 
to the delayed action of the radiation. Some- 
what larger doses may be necessary near the 
plica where the tissue is thicker and contains 
larger and well established blood vessels. 


There have been no noticeable unfavorable 
reactions to this radiation. Usually there is 
some irritation of the eye an hour or two 
after a treatment because there is some tend- 
ency for drying of the cornea in addition to 
the mechanical irritation caused by touching 
the surface with the applicator during treat- 
ment. One patient was sensitive to tetracaine 
and at first the reaction was thought to be 
an early radiation reaction. In no case has 
there been a delayed reaction which could 
be attributed to the treatment. The longest 
observation period, however, was one year. 


SUMMARY 


Recurrent pterygium in the southwest is a 
perplexing problem. We find that a pteryg- 
ium often recurs regardless of the type of 
surgical procedure used. Some persons have 
a propensity for recovering the denuded 
corneal area quickly with a vascular mem- 
brane similar in appearance to the one re- 
moved. ‘This paper proposes to describe a 
method whereby surgery with prompt and 
appropriate application of beta radiation 
gives .gratifying results. 
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IRON METABOLISM IN ANEMIAS IN 
PREGNANCY* 


By Hucu G. Hamitron, M.D. 
RosertT S. Hiccins, M.D. 
and 
Wess S. Atsop, Jr., M.D. 
Kansas City, Missouri 


Since Channing! in 1842 reported the 
prevalence of anemia in pregnant women a 
multiplicity of authors have attacked the sub- 
ject. Variations in methods of study, in 
nomenclature and in accuracy of reporting 
make many, particularly the earlier, studies 
of little value for any statistical purposes, but 
the constant stream of observations of the 
many serious cases of various types of anemia 
in pregnancy serves to emphasize the impor- 
tance of this complication. 

In studying the problem of anemias in 
pregnancy much confusion has been wrought 
by the variety of names used, many of which 
mean essentially the same thing. We have 
adopted Holly's? classification, to simplify 
the problem of nomenclature. 

(A) Anemias directly related to pregnancy 

(1) Iron deficiency anemia in pregnancy 


(2) Megaloblastic anemia in pregnancy 
(3) Hypoplastic anemia in pregnancy 


(B) Anemias not directly related to pregnancy 
(1) Sickle cell anemia 
(2) Hemolytic anemia 
(3) Cooley’s anemia 
(4) Anemia of infection, and so on. 

Under group B are the anemias merely 
coincidentally associated with pregnancy. Al- 
beit they may present a serious complication 
and may in turn be markedly aggravated by 
the pregnancy, they are not an intrinsic fac- 
tor in the pregnancy per se. On the other 
hand, those under group A are an intrinsic 
problem in pregnancy and are produced by 


*Chairman’s Address, Section on Obstetrics, Southern Medi- 
cal Association, Forty-Sixth Annual Meeting, Miami, Florida, 
November 10-13, 1952. 
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the presence of the pregnancy in the woman. 
Of these anemias the large majority are of 
the iron deficiency type. Hence, a careful 
consideration of the factors influencing iron 
metabolism and erythropoiesis in the preg- 
nant female are essential to a sound approach 
to therapy. 

Due to the periodic menstrual blood loss 
in woman during her reproductive life, the 
female enters pregnancy usually in a rather 
precarious state of iron balance, and may 
spend her entire life prior to the menopause 
in a state of greater or lesser iron deficiency. 
Many a female child, born to an iron defici- 
ent mother, is iron deficient at birth, and 
being raised on a mediocre diet achieves ma- 
turity and enters upon her own reproductive 
activity without ever reaching an adequate 
iron balance. 

The normal woman has on the average a 
total iron value of about 4.0 grams; about 
700 mg. being in iron storage in the liver, 
spleen and bone marrow, about 3000 mg. 
being fixed in hemoglobin, and the residue 
being carried as transport iron in the iron- 
beta globulin complex in the blood serum. 
There are, also, infinitesimal amounts of iron 
fixed in the entire cellular structure as a part 
of normal cellular metabolism. 


As pregnancy progresses to term and 
through delivery, a woman is subjected to a 
variety of iron losses. To compensate for her 
increased blood volume she must utilize 400 
mg. of iron in additional hemoglobin syn- 
thesis. It is true that this iron is recaptured in 
the puerperium, but it is removed from avail- 
ability during the pregnancy and represents 
an iron loss at this time in that it is tempo- 
rarily unavailable. At this point her iron stor- 
age, if at the maximum when pregnancy be- 
gan, is reduced to about 300 mg., 3400 mg. 
being fixed in hemoglobin. She loses less than 
1 mg. of iron per day by excretion in urine, 
feces, and perspiration, so normally this can 
be ignored as being equalized by dietary ab- 
sorption. 

Lund® showed that the daily diet of the 
female contains about 7 to 12 mg. of avail- 
able iron. However, Moore* shows that only 
5-15 per cent of dietary iron can be absorbed, 
thus making from 0.5 to 1 mg. of iron the 
amount that can be absorbed daily from the 
diet. Hence, there is only from 150 to 250 
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mg. of iron that can be expected to be ab- 
sorbed from the normal diet in the course ol 
an entire pregnancy. Because of the loss of 
400 mg. in additional hemoglobin synthesis, 
we have a deficit of 150 to 250 mg. of iron 
from this source. 


The loss of iron to cellular metabolism is 
extremely small and need not be considered 
as an important factor. Holly® shows that in 
the last trimester of pregnancy, however, 
there is a tremendous drain on the maternal 
available iron, as approximately 500 mg. ot 
iron must be transferred across the placenta 
to the fetus for the hemoglobin synthesis of 
the infant. If the mother had a normal irén 
storage of 700 mg., which was reduced to 300 
mg. by her own additional hemoglobin syn- 
thesis, this transfer, obviously, leaves her with 
an iron deficit of at least 200 mg. Then at 
the time of delivery she will lose at least 100 
mg. more of iron that is left in the placenta. 
If her blood loss is only an average one of 
from 150 to 250 cc. she will again lose another 
100 mg. of her available iron. If the woman 
nurses her child she will have an additional 
loss of 1 mg. of iron per day of nursing. 


It is, therefore, obvious that any pregnancy 
is going to produce an iron deficit in any 
woman and unless energetic therapeutic steps 
are taken the woman must have an iron de- 
ficiency anemia unless she has an abnormally 
high iron storage at the time of conception. 
Graph 1 taken from Holly® illustrates the 
iron interchange in the body. 

As previously stated the storage iron in the 
body is found essentially in the liver, spleen 
and bone marrow, where most of it is stored 
as ferritin although some may be deposited 
as hemosiderin. This iron is freely inter- 
changeable between the storage site and the 
serum iron and is carried in the serum to the 
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points of erythropoiesis. Whenever there is 
an iron deficiency the first observable hema- 
tological evidence is a drop in serum iron 
values of the patient and a concomitant rise 
in the iron binding capacity of the serum. 
The serum iron drops in the normal preg- 
nant woman as shown by Wintrobe? and 
Holly. According to the former, it is about 
60 gamma per cent at the end of normal preg- 
nancy. However, Holly® found many serum 
iron levels down to 20 in women with even 
moderate iron deficiency anemias as recorded 
by hemoglobin values. 


The serum iron represents the iron in trans- 
port in the body and is carried bound, in its 
ferric form, to a beta globulin. Tompsett® 
proves that ferric iron alone forms the bio- 
logical complexes, where two atoms of iron 
are bound to one molecule of serum beta 
globulin. Surgenor® has demonstrated that 
the iron binding beta globulin has a molecular 
weight of 90,000 and comprises about 3 per 
cent of the plasma protein; also that one mg. 
of the crystallized iron binding beta globulin 
can bind 1.25 gamma of iron. Flexner! shows 
that the capillaries are relatively permeable 
to the iron binding globulin and that the 
iron-globulin complex can leave the blood 
stream as such, but Holly! shows that most 
of the transported iron leaves the blood stream 
simply as diffusible ionized iron. It was for- 
merly thought that the iron-globulin complex 
broke down in the placenta as well as that 
the blood cells broke down there and that the 
iron then crossed the placenta being taken by 
the fetal circulation in diffused ionized form, 
but Vosburgh!” using tracer technic has shown 
that the iron-globulin complex crossed the 
placenta as such in the transport of iron from 
mother to fetus. Tracer materials were found 
in the fetus within 40 minutes of the time of 
their administration to the mother prior to 
delivery. The transport iron that is attached to 
the beta globulin is derived from three basic 
sources: first, from sites of iron absorption, 
second, from hemoglobin destruction, and 
third, from iron storage. 

The latter two sources are good, economical 
re-utilization methods of usage of previously 
acquired and repeatedly used iron. However, 
since there is an iron deficit in pregnancy, the 
methods of acquisition of additional new iron 
are of prime importance. Moore’ in his 
studies concluded that the acid secretions of 
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the stomach were of value only in reducing 
ferric forms of iron to the ferrous form thus 
promoting absorption, and he further postu- 
lated that if ferrous iron is administered 
it is useless to give additional acid therapeu- 
tically. This is at variance with the findings 
in our studies. Lund?* has shown aid in iron 
absorption by the presence of vitamin C and 
has found evidence of seasonal variations re- 
lating to lower amounts of dietary vitamin C 
in the spring of the year. 


The mode of absorption of iron from the 
intestinal tract is rather complicated and the 
daily absorption rate is strictly limited to a 
maximum of 5 mg. per day even on full dos- 
ages of supplementary iron. According to Gra- 
nick! iron moves from the intestinal lumen 
into the mucosal cell as a one-way mechanism. 
The iron enters the cell in its ferrous form 
where it is oxidized to its ferric form and then 
combines with apoferritin to form ferritin. 
The saturation of the cell produces “mucosal 
block” to further absorption until the ferritin 
in the cell has moved out into the blood stream 
with the iron again reduced to its ferrous 
form. In the blood stream the iron is again 
oxidized to its ferric form where it combines 
with the iron binding beta globulin for trans- 
port to usage for hemoglobin synthesis or for 
storage. 


It is generally conceded that the pregnant 
woman has an increased ability to absorb 
dietary and supplementary orally administered 
iron. However, in some patients there is a 
disturbance in the absorptive mechanism even 
though the patient is on an adequate vitamin 
C bearing diet and even though the iron be 
of the ferrous type. These are the patients 
who develop iron deficiency anemia in preg- 
nancy even though their diets and supple- 
mentary oral iron administration are adequate. 
In addition to performing serum iron and 
serum iron binding capacity studies to diag- 
nose these anemias accurately as being iron 
deficiency in type, there are two other reason- 
ably easy methods of confirming the diagnosis. 
These are erythrocyte protoporphyrin studies 
and bone marrow studies. 


Watson'® showed that there is an increase 
of erythrocyte protoporphyrin in all forms of 
iron deficiency anemias. The only one of the 
three factors that cause increased erythrocyte 
protoporphyrin values, that occurs in normal 
pregnancy, is iron deficiency. It then follows 
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that high E.P. values are diagnostic of iron 
deficiency anemia in pregnancy. 

The bone marrow changes in normal preg- 
nancy were reported by serial sternal punc- 
tures by Wolff and Limarzi,'* who followed 
30 women with serial studies throughout preg- 
nancy and the puerperium, as well as by iso- 
lated bone marrow biopsies on 75 other 
women. They found that whereas the bone 
marrow of normal individuals had a myeloid- 
erythroid volume of 6.8 per cent, the pregnant 
woman had a myeloid-erythroid value of 14 
per cent with immature forms in the last tri- 
mester. They observed an increased myelopoi- 
esis with increased marrow platelets and mega- 
karyocytes and state that the pregnancy effect 
lasts for 3 months portpartum. Holly!® found 
that there is normally a generalized bone 
marrow hyperplasia which appears at the 
fourth or fifth month of gestation and which 
persists for six to eight weeks postpartum. He 
found normal differential counts at all stages 
of gestation and observed an increase in mega- 
karyocytes which continued for six to eight 
weeks portpartum. His normal pregnancy 
myeloid-erythroid volume averaged 10 per 
cent. 


In the presence of iron deficiency anemia 
he found the myeloid-erythroid volume rising 
to an average of 19.6 per cent with very sig- 
nificant increases in the normoblast count. 
After successful iron therapy the myeloid- 
erythroid volume returned to normal as did 
the normoblast count. 

Thus iron deficiency anemia in pregnancy 
is characterized by reduced hemoglobin val- 
ues, reduced serum iron values, increased 
serum iron binding capacity, increased ery- 
throcyte protoporphyrin values, increased nor- 
moblast counts in the bone marrow and in- 
creased myeloid-erythroid volume in the bone 
marrow. This condition responds to orally 
administered iron and, in the event of failure 
of the absorption mechanism, responds to in- 
travenously administered iron. 

Lund" observed that 95 per cent of patients 
with iron deficiency anemias respond to oral 
iron therapy. Dieckmann? and the authors?! 
in a previous study found a majority of satis- 
factory responses also. Scott,?* however, found 
unsatisfactory responses in 20 per cent of his 
patients and reports that 4.5 per cent were re- 
sistant to oral iron therapy. 
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All studies of iron deficiency anemia in 
pregnancy show the presence of a group who 
are typically iron deficiency anemias and who 
do not respond to oral therapy even though 
their diets are adequate, their iron adminis- 
tration is adequate and though they are given 
additional vitamin C and hydrochloric acid. 
These are the patients of inadequate iron ab- 
sorption, the so-called “mucosal block” group 
of patients. These patients have been treated 
by intravenously administered iron monoxide 
in sucrose as a 2 per cent colloidal suspen- 
sion. The reports of Holly,?3 ?* Kartchner and 
Holstrom*® and Briscoe?® all show that this 
is a successful method of by-passing the prob- 
lem of “mucosal block,” as well as a rapid 
method of increasing hemoglobin synthesis 
where the iron deficiency anemia is severe 
and time is too short for the slower method 
of oral administration. It is also valuable in 
those occasional patients who cannot tolerate 
orally administered iron. They all report a 
significant occurrence of reactions, but slow 
administration of the solution and careful 
observation prevented any serious effects. 


Megaloblastic anemia in pregnancy is a 
reasonably rare occurrence and like the other 
intrinsic anemias in pregnancy is not to be 
accurately diagnosed on studies of the morph- 
ology of the peripheral cells as the peripheral 
cell changes occur late and are subject to great 
error in evaluation. The diagnosis can be 
made accurately only by bone marrow studies. 
The serum iron values are high, the iron bind- 
ing capacity is low and the erythrocyte proto- 
porphyrin is normal in these patients as shown 
by Holly.*7 The marrow biopsies show de- 
creased normoblasts and neutrophils with large 
numbers of megaloblasts which are present in 
sufficient quantity to give myeloid-erythroid 
values of 35 or higher. Both Holly?? and 
Moore*® state unequivocally that megaloblas- 
tic anemia in pregnancy is characterized by 
its uniformly successful treatment with folic 
acid with the abnormal hematological find- 
ings reverting to normal under this therapy. 
It is interesting to note that Holly*® also in- 
duced remissions in megaloblastic anemia by 
administration of ascorbic acid in vitamin 

Fortunately hypoplastic anemia in _preg- 
nancy also occurs quite uncommonly, as these 
patients have no response to any form of 
therapy, oral iron, intravenous iron, folic acid, 
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ascorbic acid, vitamin By., hydrochloric acid 
or liver extract. The only therapeutic meas- 
ure that is of aid to these women is repeated 
blood transfusion in the more acute cases. The 
serum iron, the iron binding capacity and the 
erythrocyte protoporphyrin are normal accord- 
ing to Holly,!§ and the myeloid-erythroid per 
cent is normal or low on bone marrow biopsy. 
The studies of bone marrow biopsy in these 
women show a hypoplastic bone marrow with 
small mature cells with a reduction in the 
number of normoblasts. After the pregnancy 
is terminated the bone marrow resumes func- 
tion and these patients return to normal. 


While Lund" and Wilson*® find a number 
of cases where adequate erythropoiesis is 
masked by excessive plasma volume increases, 
in the large majority of cases the hemodilution 
factor is small and is associated with hypo- 
ferremia and increased erythrocyte protopor- 
phyrin. Most of these cases will respond to 
adequate oral or in the severe cases to intra- 
venous iron therapy. 

The margin of error in hemoglobin deter- 
minations by visual technics such as Haden- 


(A) Anemias directly related to pregnancy 
(1) Iron deficiency anemia in pregnancy 
(2) Megaloblastic anemia in pregnancy 
(3) Hypoplastic anemia in pregnancy 


(B) Anemias not directly related to pregnancy 
(1) Sickle cell anemia 
(2) Hemolytic anemia 
(3) Cooley’s anemia 
(4) Anemia of infection, etc. 


TABLE 1 
Age 
Number Average Range 
Primigravida ........... a 23.6 15-41 
Multigravida .. ; .. 697 27.3 17-42 
1140 
TABLE 2 
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Hauser was found to be quite significant, so 
all data was compiled from determinations 
made using the Evelyn photo-electric method. 
Red cell morphology changes were found to 
be significant only in a small percentage of 
cases, to occur late and to be subject to in- 
dividual interpretations. The hemoglobin 
values were found by Holly to vary with the 
significant variations in serum iron, iron bind- 
ing capacity and erythrocyte protoporphyrin. 
Therefore, in this series of cases the status of 
the patient as relates to her normalcy or 
anemia is expressed in hemoglobin percentage 
values, converting on the scale where 15.5 
grams per cent hemoglobin equals 100 per 
cent and 12 grams per cent hemoglobin equals 
77 per cent. 

In determining whether therapy was suc- 
cessful or a failure in this series an arbitrary 
level of 77 per cent (12 grams per cent) hemo- 
globin was chosen as our standard. 

If the patient’s hemoglobin was maintained 
above this level, or in the event that anemia 
occurred, if the level was brought to or above 
this point and there maintained until delivery, 
the patient was recorded as one who received 
successful therapy. If the hemoglobin was not 
raised to 77 per cent and maintained there 
the case was considered a failure. By this cri- 
terion and averaging the entire series together 
this group of women was successfully treated 
(Tables 2 and 3). In breaking down the en- 
tire group, however, we encountered some in- 
teresting facts (Table 4). 

We were amazed to find that in the total 
series only 74 per cent responded satisfactorily 
to oral iron therapy, and that all forms of 
therapy yielded only 89 per cent of success- 
fully treated cases. It is not surprising that 
there is a higher percentage of multipara who 


GROSS MONTHLY HEMOGLOBIN AVERAGE 


— 


15.5 Grams Per Cent Equals 100 Per Cent (Evelyn Technic) 


3 4 5 6 7 8 9 Fe. 
Av. Range Av. Range Av. Range Av. Range Av. Range Av. Range Av. Range Av. Range 
Primi- 58 61 51 44 60 62 63 70 
gravida 79.1 103 79.2 99 76.1 96 76 95 77.9 95 79.6 97 81.8 100 87 101 
Multi- 68 49 54 48 55 57 57 70 
gravida 79.7 99 77.3 98 764 94 76.2 95 76.9 94 78.3 95 80.3 103 87.2 102 
Total No. 
hbg. deter- 792 653 704 718 763 742 687 596 
minations 
TABLE 3 
= 


~ 
a 
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are failures with oral iron therapy than of 
primipara, because these women have been 
subjected previously to depletions of their 
iron storage reserves. Though they may start 
pregnancy with an average hemoglobin (Ta- 
ble 3) equal to that of the primipara, it must 
be remembered that hemoglobin levels do not 
express the extent of iron storage. 


These patients were all given orally 1170 
mg. of ferrous sulfate with molybdenum oxide 
daily. In view of the theory propounded by 
Moore that hydrochloric acid is useful only 
in reducing ferric iron to ferrous iron, one 
would expect no therapeutic effect from hy- 
drochloric acid orally administered to the pa- 
tients with anemia in pregnancy on the above 
iron regimen. One hundred forty-nine patients 
who had failed to respond to orally admin- 
istered iron were given the equivalent of 10 
minims of U.S.P. dilute hydrochloric acid 
three times a day along with their iron ration. 
Of these 149 patients, successful results were 
obtained in 112 cases or 75 per cent. The re- 
sults were identical in both the primigravida 
and multigravida. Whether the presence of 
the hydrochloric acid affects the absorption 
factors from the intestinal lumen, whether it 
aids in absorption of dietary vitamin C, or 
whether there is another unknown factor in 
its usage we are unprepared to say. However, 
when over 10 per cent of the total series re- 
spond in the presence of empirical hydro- 
chloric acid administration, when they have 
previously failed to respond to oral iron alone, 
the figure becomes definitely significant. The 
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subject of the action of hydrochloric acid in 
these cases deserves further study and possibly 
may lead to re-evaluation of present attitudes 
toward its use. 


There were 67 pregnant patients who re- 
ceived intravenous iron therapy, along with 3 
gynecological cases. Detailed studies of the 
therapy in 64 of the cases are presented in 
Table 5. Three of the pregnant patients are 
dropped from the statistics because they moved 
away so their subsequent course was not ob- 
served by the same technic. They and the 
three gynecological patients, who were all 
serious iron deficiency anemias resulting from 
menometrorrhagia due to fibroids, are in- 
cluded in our figures regarding reactions to 
intravenous iron administration. 


The dosage of intravenous iron was cal- 
culated to be about 900 mg., on the basis that 
this would supply the iron deficit of 500 mg. 
to the fetus and give the mother 400 mg. to 
replenish her depleted iron reserves. No ef- 
fects of hemochromatosis were observed. The 
iron given was proferrin®* which is iron mon- 
oxide in sucrose containing 20 mg. per cc. in 
colloidal suspension. The first dose given 
was 100 mg., followed by four doses of 200 mg. 
given at three-day intervals. It was adminis- 
tered into the antecubital vein with a number 
24 needle and given slowly at a rate of less 
than | cc. per minute. Ten different kinds of 
reactions were observed to result from the 
injections (Table 6), in 29 of the 70 pa- 


*Sharp and Dohme, Inc., Philadelphia, Pa. 


PREATMENT RESULTS 


Number Successful Failure 
Treated Number Number 
Treated Per Cent Treated Per Cent 
Oral iron 417 325 78 92 22 
Primigravida Oral iron with HCl 57 43 75 14 25 
Intravenous iron 16 10 62 6b 38 
Oral iron 678 488 72 190 28 
Multigravida Oral iron with HCl 92 69 75 23 25 
Intravenous iron 48 34 71 l4c 29 
Oral iron 1095 813 74 282 26 
Total Series Oral iron with HCl 149 112 75 37 25 
Intravenous iron 64 44 69 20 31 
Total Results 3 Methods 1095 977a 89 118 11 


Oral Iron—1170 mg. daily molybdenum ferrous sulfate. 


HCI—3 capsules daily glutamic acid hydrochloride, each capsule equals 10 minims U.S.P. dilute HCl. 


(a) Includes eight additional successful cases in b & c. 


(b) Three refractory cases responded successfully to subsequent folic acid; hence magaloblastic anemia. 
(c) Five refractory cases responded successfully to subsequent folic acid; hence magaloblastic anemia. 


TABLE 4 
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PATIENTS RECEIVING INTRAVENOUS IRON 


Per Cent 
Hb of 
Name Am’t Reac. Del. Date Age Para 3 4 5 6 7 8 9 PP. 
I A P 
1. MAR. 900 No 1-18-51 30 1 76 74 64 70 65 75 80 
A P FA 
2. R.G.B. 900 Yes 11-16-51 20 0 78 I 69 69 69 69 78 85 
P 
3. H.F.A. 880 No 11-24-51 25 l 81 80 82 64 73 92 
P FA 
4. W.R.D. 900 Yes 12-22-51 31 0 77 I 76 75 70 76 71 89 
A P FA 
5. E.C.R. 70 Yes 1-12-52 23 0 74 I 81 62 64 65 78 82 
I P 
6. V.R.T. 180 Yes 4- 2-51 20 1 65 A 70 65 70 74 78 
I P 
7. H.E.M. 900 No 2-26-52 26 0 81 75 70 A 69 65 85 85 
I P 
S$. PAB. 220 Yes 2-27-52 22 1 70 74 A 68 70 82 
I A P FA 
9. M.J.B. 900 No 8-17-52 23 1 67 65 67 75 75 72 74 82 
I A Pp 
10. F.G.J. 900 No 7- 4-52 27 2 78 73 74 73 68 77 74 86 
I 
Ww. OCA. 660 Yes 5-14-52 30 1 74 76 80 71 69 77 87 
I P 
12. H.W.H. 900 No 6- 8-52 22 0 92 82 83 72 67 81 96 
I 
18. G.C.K. 900 No 9- 4-52 31 1 85 74 65 71 76 84 93 
I P 
14. A.T.W. 900 No 9-26-52 27 1 72 77 62 74 79 87 95 
I A P 
15. F.D.S. 900 No 8-25-52 33 0 72 72 74 69 738 83 89 
I P 
16. G.T.H. 900 No 10-29-52 21 2 72 65 67 68 72 77 
I P FA 
17. LAM. 900 No 1- 3-53 28 2 65 63 64 69 74 
undel. 
I P 
18. E.W.C. 900 No 12-11-52 19 0 76 74 70 65 72 80 
undel. 
I P 
19. G.J.J. 900 No 5-24-51 23 1 62 57 67 69 72 68 75 
P 
20. M.J.K. 600 Yes 6-16-52 24 3 80 80 73 75 78 77 90 
I P 
2h. P.3.M. 900 No 2-19-51 35 4 71 70 62 68 77 90 
IA P 
22. V.R.B. 900 Yes 3-12-51 26 3 69 57 55 60 62 65 66 75 
Cooley's 
23. D.jJ.W. 900 No 4-30-51 23 1 63 P 71 69 73 89 
I A P 
24. J.E.M. 600 Yes 7-13-51 34 1 70 62 63 70 68 69 81 
I P 
25. A.V.M. 900 Yes 5-29-51 26 1 64 70 73 77 79 84 78 
I FA 
26. H.B.F. 900 No 4-16-51 36 4 65 57 54 P 67 78 80 
P 
27. V.T.M. 680 Yes 7- 3-51 27 3 79 72 68 72 72 78 78 
I P 
28. Jj.F.Z. 880 Yes 5- 9-51 30 1 66 55 60 75 78 
I P 
29. R.D.K. 920 Yes 6-12-51 29 2 78 76 69 69 77 85 
P 
30. F.V.O. 900 No 8-31-51 26 2 63 69 57 66 72 75 78 90 
I P 
Si. JH. 900 Yes 8-11-51 25 1 88 78 69 78 84 82 
I P 
32. D.J.W. 900 No 7- 9-51 29 0 80 74 70 87 87 85 81 
I P 
33. R.D.G. 900 No 7-20-51 28 2 78 72 69 77 82 80 91 
P 
34. R.W.H. 900 No 12- 2-51 36 2 60 77 82 86 88 85 
$5. J.R.M. 900 Sl. 8-24-51 31 8 82 76 69 P 73 82 89 
I P FA 
36. E.J.D. 900 Sl. 8-14-51 28 1 72 72 66 66 70 76 87 
P 
37. T.E.S. 900 Sl. 8-29-51 22 0 51 44 60 7l 76 89 
I 
38. J.E.M. 900 Sl. 11-24-51 23 1 69 68 76 77 76 88 


Taste 5 (Continued on next page) 
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tients given the iron. In 13 cases (18.5 per 
cent) the reactions were of sufficient severity 
to warrant interruption of therapy, although 
I feel that 4 of these were psychosomatic ra- 
ther than due to the drug. The three cases 
of venous thrombosis were mild and the pa- 
tients were given no therapy for the condition. 
The frequently occurring sore arm was tran- 


PATIENTS RECEIVING INTRAVENOUS IRON (Continued) 
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sitory and was considered to be only vasospasm 
in the artery in response to the venous irri- 


The treatment results were interesting in 
that the true iron deficiency anemias due to 
failure of intestinal absorption responded 
dramatically. This was to be expected as, 
barring bone marrow disturbance, the prob- 


Name Am't Reac 
39. H-.F.H. 900 SI. 
40. M.L.K. 900 Sl. 
“1. FF.T. 900 No 
42. D.M.L. 860 Sl. 
43. J.C.B. 640 Yes 
44. OSS. 300 Yes 
%. V.EC. 900 No 
46. 960 No 
47. W.N.M. 900 No 
48. R.G.A. 900 No 
49. W.E.C. RKO No 
50. H.C.V. 900 No 
51. R.W.L. 920 No 
52. R.DG. 400 Yes 
53. W.M.M. 360 Yes 
54. J.B.S. 900 No 
55. E.L.M. 900 No 
56. E.MS. 900 Yes 

Ca. of Br. 
57. J.R.B. 900 No 
58. T.J.W. 900 No 
59. A.L.W. 900 No 
60. K.W.L. 900 No 
61. V.E.D. 480 Yes 
62. N.A.W. 900 No 
63. M.J.K. 860 No 
64. G.R.B. 900 No 
Undel. 


Del. Date 


52 


20 


Per Cent 
Hb of 
Para 3 4 
1 77 78 
3 
I 
78 
I 
1 88 77 
I 
l 70 73 
1 78 
I 
0 70 72 
0 
I 
0 80 78 
I P 
1 80 70 
I A 
0 80 72 
82 
I 
0 &5 74 
I 
2 74 
I 
76 
I 
2 82 82 
I A 
2 69 73 
I 
1 76 79 
2 87 
1 82 
85 
2 75 I 
I 
0 81 82 
2 76 
0 79 I 


72 


67 
61 


69 


82 


80 
78 


92 


Three additional obstetrical patients were given intravenous iron therapy who moved out of town so no complete data are 
available. There were three cases of iron deficiency anemia fron menometrorrhagia treated with this group with no reactions 


and good results. 


(1) When oral iron was started 
(A) When HCl was started 


(P) When intravenous iron was started 
(FA) When folic acid was started 


TABLE 5 


= 
P| Age 5 6 7 8 9 P.P. 
9. 4-51 31 71 68 75 76 83 
P 
12- 5-51 25 64 82 80 78 
A P FA 
11-15-51 26 7 69 70 76 84 92 
P 
10-26-51 23 78 69 68 80 96 
P 
11-22-51 30 70 A 66 74 81 
P 
12-23-51 23 74 75 80 78 79 
P FA 
12-19-51 21 67 i 71 76 88 
11-18-51 20 71 7 81 
A P 
1- 1-52 24 74 69 78 84 92 
FA 
3-17-52 ~ 28 78 76 73 77 81 
P FA 
3-30-52 25 63 66 67 74 72 88 
I A P FA 
1-29-52 29 81 73 70 73 87 96 
A P FA 
3- 5-52 22 66 67 68 66 67 81 
P 
2-22-52 30 70 65 77 85 88 
P FA 
4-19-52 23 80 65 64 61 78 
I P 
3- 5-52 19 69 71 67 73 88 
A P 
6- 1-52 30 73 70 75 78 89 
P FA 
7- 6-52 35 69 68 67 69 68 87 
P 
5- 3-52 26 78 71 76 82 90 
I P 
7-28-52 28 78 80 80 70 84 96 
I P 
10-14-52 26 76 69 76 75 82 
? I P FA 
10-12-52 33 69 65 69 72 78 
P 
10-11-52 36 74 68 75 82 84 86 
A P 
1l- 7-52 25 74 70 78 82 
P 
5- 6-51 23 73 72 76 79 = 
A 
= 67 = P 
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lem of erythropoiesis in pregnancy is largely, 
excepting the few cases of excess plasma vol- 
ume, one of delivering an adequate supply of 
available iron for hemoglobin synthesis. 


Case 34 was an example of this group. In the pa- 
tient’s first two pregnancies, all forms of therapy failed 
utterly and she was given three transfusions in the 
first pregnancy and two transfusions in the second. 
Between the second pregnancy and this pregnancy she 
was transfused once by her home town physician for 
anemia resulting from repeated menorrhagia which 
did not respond to iron orally, vitamin B,:, folic acid 
and liver extract. She was given 900 mg. of intravenous 
iron starting in her eleventh week of pregnancy with a 
subsequent satisfactory result. In her eighteenth week 
of pregnancy a left oophorectomy was performed for 
an ovarian cyst 8 cm. in diameter without disturbing 
her hemoglobin status. It was interesting to observe 
her increased feeling of well being as was the case 
with most of the other successfully treated patients. 


Case 22 is included as a failure, but one was ex- 
pected. This patient had Cooley’s anemia which was 
observed in her three previous pregnancies, and after 
receiving the iron she noted no difference in the way 
she felt. Her eldest child, a daughter, also has Cooley's 
anemia. 


ANEMIAS IN PREGNANCY 
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Case 56 is interesting in that she had a refractory 
anemia which did not respond to intravenous iron 
therapy or subsequent folic acid therapy. She there- 
fore, is not a megaloblastic anemia, for if this were 
the case, in the presence of adequate iron supply, 
folic acid would give a dramatic hemopoietic response. 
She developed carcinoma of the right breast in a 
nodule less than a centimeter in size at 10 o’clock about 
half way between the areola and periphery of the 
breast, which was observed in her thirty-sixth week 
of gestation. A radical mastectomy was performed in 
her thirty-seventh week of gestation and a metastatic 
nodule was found in the axilla. She was given deep 
x-ray therapy and has subsequently had castrating 
x-ray and androgen therapy. Her immediate post- 
partum hemopoietic response would indicate that she 
had a hypoplastic anemia in pregnancy. 


The satisfactory hemoglobin response in 
seven of the patients who received incomplete 
therapeutic dosage due to reactions would in- 
dicate that our dosage may be unnecessarily 
large in some Cases. 

Cases 2, 5, 17, 36, 41, 45, 48 and 60 all 
failed to respond by hemoglobin production 
when given adequate or smaller amounts of 


PATIENTS WITH REACTIONS TO INTRAVENOUS IRON 


Respira- Venous Abdom- Severity 
Patient’s Sore Severe tory Throm- Faint- Back inal Shoulder of 
No. Arm Dizzy Flushing Nausea Distress bosis ness Pain Cramps Pain Reaction 
2 x x mild 
4 x mild, 4th 
5 x severe stopped 
6 severe stopped 
& severe x stopped 
ll x severe stopped 
20 x x severe stopped 
22 each mild 
injec. 
24 severe stopped 
25 x x mild 
27 severe x x stopped 
28 x very mild 
29 x x mild (1) 
31 x x mild (1) 
35 x x mild (2) 
36 x mild (2) 
37 x mild 
38 x x mild 
39 x mild 
40 x x mild 
42 x mild 
43 severe x stopped 
44 severe stopped 
51 x mild 
52 severe severe stopped 
53 x x x severe stopped 
56 x mild 
61 x severe stopped 
severe stopped 
Total 12 6 7 3 9 8 1 5 1 2 13 stopped 


* One of the patients who moved away had severe reaction. Others no reaction. 


TABLE 6 


at 
FY . 
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intravenous iron. Subsequently they were 
given folic acid orally and all showed prompt 
hemoglobin synthesis. By the criteria of Moore 
and Holly these are, therefore, eight cases of 
megaloblastic anemia, since no other condi- 
tion intrinsic in pregnancy will respond to 
folic acid therapy. 

This leaves twelve patients of the intra- 
venously treated group who did not respond 
to iron therapy or to the subsequent adminis- 
tration of folic acid during the pregnancy. 
As soon as the pregnancy terminated each of 
these patients showed an immediate satisfac- 
tory hemoglobin response which is typical of 
hypoplastic anemia in pregnancy. 

In summation of our results (Table 7), 74 
per cent of our cases were successfully treated 
on oral iron, 10 per cent were successful on 
oral iron plus hydrochloric acid, 4 per cent 
were successfully treated with intravenously 
administered iron and 0.7 per cent were cases 
of megaloblastic type which responded to folic 
acid therapy. We were unsuccessful in the 
treatment of 11 per cent of our cases. 


CONCLUSIONS 


In considering our unsuccessful results other 
than those in hypoplastic anemia or Cooley's 
anemia, one is struck by the fact that therapy 
should have been started in most of them 
earlier in the pregnancy. If the problem is 
one of supplying additional iron for hemo- 
globin synthesis and the patient is going to 
have an iron deficit of 700 mg. (500 mg. to 
the baby, 100 mg. in the placenta and 100 mg. 
in blood loss) then it should obviously be 
supplied in advance of the deficit. Since sup- 
plementary oral iron can be absorbed at a 
maximum rate of only 5 mg. per day, and since 
the deficit at the end of pregnancy is about 
700 mg., it is obvious that oral iron therapy 
should be instituted at least 150 days before 


TOTAL THERAPEUTIC RESULTS IN 1095 CASES 


successful on oral iron 
112 10 successful on oral iron plus HCl 
44 4 successful on intravenous iron 
8 0.7 megaloblastic anemia, successful on intravenous 


iron plus folic acid 


were considered unsatisfactory therapeutic re- 
sults 


Taste 7 
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the anticipated date of delivery. Likewise, 
particularly in the lactating woman, iron 
therapy should be continued into the puer- 
perium. 

In the event of failure to achieve or main- 
tain satisfactory hemoglobin levels on oral 
iron therapy alone, 10 per cent of women will 
have a satisfactory hemopoietic response if 
hydrochloric acid therapy is added to the oral 
iron. 


About 6 per cent of patients will demon- 
strate a failure to absorb iron when it is 
orally administered with or without hydro- 
chloric acid. These patients can be given in- 
travenous iron therapy with relative safety, if 
it is given slowly with a small needle, as only 
18.5 per cent will have reactions of sufficient 
intensity to warrant interruption of therapy. 

Folic acid therapy is of use only in the 
megaloblastic anemias in pregnancy. 

The problem of hemoglobin synthesis in 
the pregnant woman, except in a very small 
percentage of patients, is essentially one of 
delivering an adequate amount of iron to her 
bone marrow. 
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DISCUSSION (Abstract) 


Dr. Curtis J. Lund, Rochester, N. Y—From the work 
of Dr. Hamilton and others, as well as our own, I be- 
lieve that it is obvious that the common denominator 
of the anemias of pregnancy is iron deficiency. 

I should like briefly to mention two aspects of the 
problem that have interested us. The first, perhaps, 
is a little more on the theoretical, and the second on 
the practical side. 

The first is the so-called question of what the older 
textbooks call “physiological anemia of pregnancy,” 
which I think we must all admit does not exist. I 
cannot understand how an anemia can be physiological. 
If there is anemia, let us call it that. If there is no 
anemia, then let us say “apparent anemia of preg- 
nancy.” At what hemoglobin level does the apparent 
anemia become true anemia? In our experience the 
hemoglobin level rarely falls below 12 grams per cent 
when iron intake is excellent. This is slightly below 
the average that Dr. Hamilton used. Sometimes, how- 
ever, it does, and then the diagnosis of true anemia 
must be entertained but it is by no means certain. 


By determination of plasma volume it is possible 
to measure indirectly the volume of the red blood cells 
and then to calculate the total hemoglobin mass. Many 
physicians fail to realize that the total hemoglobin 
mass increases normally from 10 to 15 per cent during 
pregnancy in the presence of a mildly falling hemo- 
globin value. A patient in our study had a hemo- 
globin level of 9.5 grams (60 per cent) in the presence 
of a 25 per cent increase in total hemoglobin mass. 
She obviously was not anemic and did not respond to 
iron therapy. I agree with Dr. Hamilton that these 
are infrequent occurrences but nevertheless such a 
patient might be classified as an example of failure 
of iron therapy. 


Without facilities for determination of plasma vol- 
ume, which incidentally is a simple task in nearly any 
laboratory, we must rely on established methods. The 
color index, or more strictly, the mean corpuscular 
hemoglobin concentration and the appearance of the 
microscopic smear will often separate the apparent 
from the true anemias of pregnancy. 


The clinical features of the problem have been made 
perfectly clear to you by Dr. Hamilton’s excellent 
study. The oral administration of iron, occasionally 
supplemented by dilute hydrochloric acid and very 
rarely by the intravenous preparations of iron will give 
excellent clinical results most of the time. Occasionally 
patients will be observed who have something more 
than an apparent or an iron deficiency anemia, the 
numbers are small indeed, who will require folic acid, 
vitamins B and C, or liver extract. The number of 
such patients is exceedingly small and in no way 
justifies the existence and prescription of the “com- 
bined pill or capsule.” The sheet anchor of anemia 
therapy in pregnancy is iron. 


Dr. Stanley A. Hill, Corinth, Miss—What form of 
hydrochloric acid was used? 


Dr. Willis E. Brown, Little Rock, Ark —Those of us 
engaged primarily in the academic aspects of medicine, 
frequently present papers of detailed scientific re- 
search, and it is commonly said, “Oh, it is all very 
well for you long-haired professors, but we can’t do 
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that in private practice.” Never before have I heard 
a more excellent scientific presentation, not by a long- 
haired professor, but by a practicing clinician from 
his private office. I believe this establishes once and 
for all that scholarly attainment need not be confined 
to the cloistered halls or the ivory towers, but is a 
function of careful study and can be done anywhere. 

These two presentations this morning, this paper 
and the discussion by Dr. Lund, bury once and for all 
the old concept of a “physiological anemia.” This 
careful study utilizing new tools has demonstrated that 
some anemias are a matter of blocked absorption; the 
problem is no longer occult but becomes very obvious. 
The problem of anemia of pregnancy thus is a question 
of careful study of the patient and proper addition 
of the necessary blood elements. 


Dr. Hamilton (closing)—The hydrochloric acid that 
we used was not drops of dilute hydrochloric acid. I 
have not found enough women who have steady 
enough gastrointestinal tracts and insensitive enough 
olfactory tracts to be willing to take the liquid dilute 
acid. What we used were capsules of glutamic acid, 
marketed under the trade name of acidulin,® which 
are the equivalent of 10 minims to each capsule as it 
is dissolved in the stomach. 


ROENTGENOLOGIC CONSIDERATIONS 
OF GASTRO-INTESTINAL LESIONS 
CAUSING HEMATEMESIS* 


By Rosert D. Moreton, M.D., F.A.C.R. 
Fort Worth, Texas 


Among the many and varied diseases, few 
more definitely indicate potentially grave 
organic changes than bleeding from an in- 
ternal organ. The concern of both the patient 
and his physician about hematemesis is cer- 
tainly justified. You, as the family doctor, are 
generally the first consulted. 

When frank hematemesis has occurred you 
would first ascertain that it is not of orificial 
origin. The clinician will then try to de- 
termine its probable source from the history, 
physical signs, results of clinical tests and in- 
definable indexes that you have learned from 
experience. Often by one’s own resources the 
clinician can adjudge the patient’s condition 
and determine the cause of bleeding with un- 
canny accuracy; however, even with this abil- 
ity no one realizes more keenly than he that 
the diagnosis is not complete without confir- 
mation of his opinion with roentgenologic 
examination. In the majority of instances, by 


*Read in Section on General Practice, Southern Medical 
Association, Forty-Sixth Annual Meeting, Miami, Florida, No- 
vember 10-13, 1952. 
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this means alone the nature of the lesion, the 
exact site, size and presence or absence of com- 
plicating factors can be determined preopera- 
tively. Also, in many instances, where the 
clinical data are quite inconclusive, the diag- 
nosis can hardly be established without 
thorough roentgenologic investigation. This 
primarily applies to those patients having 
small lesions and presenting symptoms which 
are vague and atypical. 

Hematemesis may occur from several por- 
tions of the gastro-intestinal tract but there 
are certain portions which should be first con- 
sidered as the more common sources of bleed- 
ing. In such instances, the internist takes 
these into consideration and requests study of 
that portion of the intestinal canal more like- 
ly to be involved. But the radiologist is 
obliged to examine each adjacent organ with 
equal care, realizing that the source of hemor- 
rhage is being sought and the symptoms may 
be masked. As a rule the referring physician’s 
first thought is of peptic ulcer. This is logical 


Carcinoma involving esophagus at junction of middle and 
distal third. 
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since peptic ulcer is known to be a common 
source of bleeding. The patient is therefore 
usually referred for study of the upper gastro- 
intestinal tract which the radiologist should 
examine with much care. 


In examination of the esophagus, varices 
should be remembered. They are usually 
secondary to cirrhosis of the liver. Profuse 
hematemesis often results from rupture of the 
distended vessels. Usually the lower portion 
of the esophagus is affected and the veins are 
greatly dilated and nodular. On roentgen ex- 
amination the varices present the picture of 
bulbous shadow defects intruding into the 
lumen with deep crevices between them and 
strongly resemble closely grouped polyps or a 
small sessile polypoid tumor, both of which 
rarely occur in the esophagus. These may 
not be seen if the veins are collapsed or 
emptied. In some cases they will not fill and 
the diagnosis cannot be made roentgenograph- 
ically. Templeton® reports 10 cases seen at 
postmortem examination that had been care- 


Fic. 2 


Carcinoma of esophagus. Advance perforation and large 


abscess in lung. 
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fully examined for dilated veins within the 
vear before death. In only four instances were 
the varices definitely demonstrated. 

Also, in the esophagus we must consider 
primary new growths, both benign and malig- 
nant. The former are extremely rare and pro- 
duce the same picture as noted in any other 
portion of the gastro-intestinal tract. The car- 
cinoma is not as scarce, occurring more fre- 
quently in men than women but is not so 
uncommon in women as generally believed. It 
also produces a picture like that noted in the 
other portions of the canal. It involves a rel- 
atively short portion (Fig. 7) of the tube and 
progresses by extension laterally through the 
wall into the mediastinum and may perforate 
into the lung itself resulting in a large ab- 
scess (Fig. 2). A sudden transition from the 
normal esophageal wall to a narrow, fixed and 
irregular portion of short length, then a sud- 
den change back to normal at the distal end 
of the lesion is the typical condition noted at 
fluoroscopy and on the roentgenogram, and 
on this basis, the diagnosis is made. Dilatation 
of the esophagus above a benign lesion is 
common but dilatation proximal to carcinoma 
is unusual. The theoretical reason for this 
lack of dilatation is that the disease has a 
fairly rapid course and the resulting obstruc- 
tion, whether partial or complete, is of in- 
sufficient duration to permit dilatation. 

Next, as we enter the stomach one must 
consider the presence of a hiatal hernia. In 
the differential diagnosis of this condition we 
must also consider one of three conditions: 
(1) the phrenic ampulla, (2) the short esoph- 
agus type hernia, and (3) para-esophageal 
hiatal hernia. 

The phrenic ampulla as pointed out by 
O'Bannon? may be misinterpreted as a short 
esophagus type of hernia, and for this reason 
it is quite important because it is apparently 
of no clinical significance. Since this is en- 
tirely a normal or functional condition, it is 
essential that it be recognized and differenti- 
ated from a short esophagus with a portion 
of the fundus of the stomach above the dia- 
phragm. 

Occasionally the first indication of the pres- 
ence of a hiatal hernia is obtained from a 
chest film. The finding of an oval air-filled 
shadow behind the heart will represent the 
cardiac portion of the stomach. The cardia 
is not seen as usual below the diaphragm. 
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Such shadows should be confirmed by fluoro- 
scopic examination using an opaque meal. 
The congenitally short esophagus with a 
hernia or rather consequent presence of a 
portion of the fundus of the stomach above 
the diaphragm, when examined during fluor- 
oscopy, is seen to enter directly into the apex 
of the bulbous dilatation. On turning the 
patient on his abdomen, gravity allows the 
meal to flow into the pyloric portion of the 
stomach partially emptying the fundus of the 
stomach. The coarse gastric rugae can then 
be visualized and clearly identify this region 
as a portion of the stomach. This condition 
is the result of incomplete embryologic de- 
velopment in which the stomach has never 
been below the level of the diaphragm, hence, 
is not a true hernia of a once normally placed 
organ. The congenitally short esophagus is 
fairly commonly associated with a_ stenosis 
at the junction of the esophagus with the tho- 
racic stomach, and chronic peptic ulceration in 
this region is a fairly common complication. 
With the presence of the para-esophageal 


Fic. 3 


Fsophageal-hiatal hernia with stomach above diaphragm and 
proven ulcer about level of diaphragm. 
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hiatal hernia placing the patient on his back, 
turn moderately to the left, and observing 
fluoroscopically, the first swallow of barium 
is seen to descend the entire esophagus and 
enter the abdomen, and then appear in the 
herniated portion of the stomach. By rotating 
the patient a position may be found where 
the completely filled esophagus can be dem- 
onstrated to pass around the herniated por- 
tion of the stomach and enter the fundus of 
the stomach. If the patient is turned on his 
abdomen, gravity will allow the barium to 
flow into the pyloric end of the stomach and 
the characteristic appearance of the gastric 
rugae will regularly be demonstrated in the 
herniated portion of the fundus of the stom- 
ach. This is a true hernia and is seen from 
childhood to old age, but is more frequent 
in individuals past the age of 40 and may 
be either congenital or acquired. Peptic (Fig. 
3) ulceration of the herniated portion of the 
stomach is a moderately common complica- 
tion of this type of hernia. 


Gastric varices are found around the cardia, 


Fic. 4 


Gastric ulcer on lesser curvature of stomach. Also an associ- 
ated duodenal ulcer was present with deformity of the bulb. 
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but occasionally are seen in the fundus. They 
produce smooth rounded masses which pro- 
trude into the lumen and measure about | 
or 2 cm. in diameter. The co-existence of 
esophageal varices is very significant, for 
esophageal and gastric varices frequently exist 
together. If esophageal varices cannot be dem- 
onstrated, the differentiation from carcinoma 
becomes increasingly difficult. Hare? points 
out that the grouping of the lesions about the 
esophageal orifice without evidence of obstruc- 
tion or involvement of the abdominal portion 
of the esophagus, and with the presence of an 
enlarged spleen which often compresses the 
lateral aspect of the fundus of the stomach, 
is much more suggestive of varices than of 
carcinoma. 

The most frequent cause of bleeding in the 
stomach is gastric ulcer. The primary sign 
of an ulcer is the barium-filled crater, the 
niche, or its exaggerated form, the accessory 
pocket. When the ulcer is situated favorably 
and is seen in profile (Fig. 4) it appears as an 
herb-like prominence projecting from the 
barium-filled stomach. It commonly projects 
beyond the normal line of the gastric lumen. 
When seen face on, with the gastric walls 
approximated, the crater appears as a rounded 
(Fig. 5) dense spot amid the rugal markings 
with the rugae commonly converging on this 
spot. Secondary manifestations are usually 
present but unless the crater can be dem- 


Fic. 5 


Spot film showing ulcer crater on posterior wall of stomach. 
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onstrated, a diagnosis of ulcer is not justified. 
Spot films are of much value in demonstra- 
tion of this niche or crater, particularly in 
those patients with gastrospasm or secretion 
in the stomach because in many instances the 
deformity may be obscured on the routine 
lilms. Sometimes it is of value to place the 
patient in position fluoroscopically in order 
to show the deformity to best advantage. 

Gianturco!' has added greatly to our ability 
to demonstrate by double contrast the normal 
rugae of the stomach and small pathologic 
lesions not previously so well visualized (Fig. 
6). I have found, in many instances, that if 
the patients are given a teaspoonful of rugar® 
and told to swallow it, the esophagus can be 
well examined and the air swallowed during 
this time will produce results like those after 
the patients have taken only a small amount 
of barium (Fig. 7). When sufficient air has not 
been swallowed, mineral oil can be given the 
patient, using 2 to 3 ounces in order to obtain 
desired results. This method has been most 
helpful in many instances. 


Fic. 6 


Penetrating ulcer high on posterior wall of stomach wall 
demonstrated by double contrast. 
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When it is clear that an ulcerous lesion is 
present, the differential diagnosis of benign 
ulcer from ulcerating carcinoma and malig- 
nant ulcer becomes highly important. Figures 
can be quoted from the literature to show (1) 
cancer rarely, if ever, develops in benign gas- 
tric ulcer, (2) that it may occur in a few 
cases, or (3) that it occurs in as high as 90 
per cent of the cases. According to Stewart, 
9.5 per cent of cases of chronic gastric ulcer 
become carcinomatous and 17 per cent of 
gastric carcinomas originate in chronic ulcers. 
Stevenson and Yates,® in reviewing the lit- 
erature and 117 gastric ulcers in their series, 
came to the conclusion that in spite of the 
various criteria for differential diagnosis of 
benign gastric ulcer and gastric carcinoma, 
that they were unable, on reviewing the roent- 
genograms and fluoroscopic findings, to find 
any difference in six malignant cases errone- 
ously diagnosed as benign, as compared to 
the proven benign ulcers in this series. They 
felt, therefore, that it is impossible at any one 


Fic. 7 


Double contrast stomach showing carcinoma in prepyloric 
region, a polyp just proximal to this and a large ulcerating 
carcinoma in the upper portion of the fundus near the 
cardia. 


roentgenologic examination definitely to dif- 
ferentiate a gastric ulcer from a gastric car- 
cinoma. They further added that if adequate 
criteria for benignancy are kept in mind, this 
single procedure is about as accurate as any 
test in the field of medicine. 

Benign tumors of the stomach are rather 
rare, but manifest themselves clinically 
through their tendency to bleed. The roent- 
gen characteristics are a central rounded de- 
fect obliterating the rugae (Fig. 8). They are 
sharp, smooth and well circumscribed. They 
are frequently multiple and peristalsis passes 
clearly through the area of the tumor. Dis- 
placement of the defect may be produced by 
manipulation or change in position. Polypi 
of the antrum occasionally prolapse through 
the pylorus into the duodenal bulb giving a 
filling defect there. Because of their compara- 
tive lack of symptoms and absence of physical 
findings, these tumors are rarely diagnosed 
clinically. They may occur at any age and 
should be demonstrated by careful roentgenos- 
copy. 


Fic. 8 


Large polyp in the cardia of the stomach of a five-year-old 
white ve 
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Carcinoma of the stomach is the second most 
frequent lesion of the stomach to cause gastro- 
intestinal bleeding. Histologic variations af- 
fect the factors of tumefaction and ulceration. 


Advanced mucoid cancer usually produces 
a roentgenologic syndrome that is pathogno- 
monic. In most cases it appears as a gross 
mass projecting from a wide base far into the 
gastric lumen. As a rule, the tumor is pitted 
with multiple ulcerous excavations that are 
visible as irregularities of the tumor’s internal 
margins. Occasionally it may be largely de- 
stroyed by ulceration. The involved portion 
of the gastric wall is sharply demarcated from 
the uninvolved portion. 

Advanced scirrhous cancer gives rise to a 
characteristic picture. With its tendency to 
originate in the pyloric segment and to en- 
circle the stomach, the viscus often assumes 
the shape of a funnel. Diminution of the 
gastric capacity is a common feature of scirr- 
hous cancer resulting not so much from in- 
trusion of the tumor as from shrinking, short- 
ening and loss of elasticity of the affected seg- 


Fic. 9 


Gastro-jejunal ulcer in a 42-year-old Negro woman. 
narrowing of adjacent bowel. 


Note 
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ment. Ulceration is constant, and occasionally 
deep but most often shallow and the surface 
of the growth is usually smooth. 

Of the sarcomas involving the stomach the 
lymphosarcoma is the most frequent and can 
cause bleeding by ulceration. These lesions 
are as a rule indistinguishable from carcinoma 
in nearly every instance. In the stomach roent- 
genologic findings are reported variously as: 
(1) negative in cases of early involvement; (2 
gastric ulcers which resemble simple benign 
peptic ulcers; (3) diffuse infiltration of the 
entire stomach with or without peristaltic 
movement, depending on the amount of in- 
volvement of the muscularis; (4) polypoid le- 
sions indistinguishable from carcinoma; or 
simply as (5) obstructing lesions at the py- 
loric end of the stomach, type undetermined. 
In 25 cases reported by Weber, Kirklin and 
Pugh,? 19 were given unqualified roentgen- 
ologic diagnosis of carcinoma, and in none was 
the diagnosis of lymphoblastoma rendered 
from the roentgenologic and clinical findings 
considered together. Holmes, Dresser and 
Camp* point out that the possibility of this 
disease should be considered in all atypical 
cases showing carcinoma-like deformities. 

Another condition which many of us en- 
counter is the postoperative stomach. In gas- 
tro-enterostomies, particularly those performed 
for peptic ulcer, recurrent ulcer is not un- 
common. The findings of these ulcers is 
simplified by identifying the stoma and the 
loops of intestine adja- 
cent to the stoma. Here, 
as in other examina- 
tions of the gastro-intes- 
tinal tract, roentgenos- 
copy is of prime impor- 
tance and the adminis- 
tration of small 
amounts of barium is 
of utmost importance 
especially until the 
parts have been well 
identified. If the exam- 
iner orients himself 
early in the examina- 
tion, craters about an 
enterostomy stoma can 
be determined with a 
relative high degree of 
accuracy. The reason 


for this lies in the fact to ulcer. 
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that these craters have sites of predilection. 
Following gastrojejunostomies, most of the 
craters lie in the wall of the jejunum oppo- 
site the stoma or in the efferent loop within 
3 cm. of the stoma (Fig. 9). When filled 
with barium, the craters have the character- 
istics of other ulcers. They are rounded and 
neither their size nor shape changes with pal- 
pation. They may vary in diameter from a 
few millimeters to two or three centimeters 
(Fig. 10). When viewed in profile, the bases 
of the crater are indented by rolled margins 
and when seen in the frontal projection, a 
clear halo often sets the crater off from the 
rest of the barium. Radiating folds may occur 
and sometimes an incisura is produced by a 
pulling in of the wall opposite the crater by a 
scar. 

Prolapse of the gastric mucosa is a cause of 
gastro-intestinal bleeding which if it is of a 
gradual oozing type is usually by bowel and 
may give an anemia which would suggest a 
lesion of the right colon. When, however, 
the bleeding is profuse it may be by mouth 
and cause the symptoms of hematemesis. This 
is found when the mucosal folds of the stom- 
ach are redundant and peristalsis pushes them 
through the pylorus, thus forming a filling 
defect in the base of the bulb or a central 
defect within the bulb when large. The py- 
loric sphincter causes pressure which produces 
congestion, and secondary ulceration within 
the mucosa and bleeding follow. 


Rather large gastro-jejunal ulcer in 34-year-old white man. Note rather large radiating folds, 
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Duodenal ulcer is the most frequent cause 
of gastro-intestinal bleeding. It is found more 
frequently within 2 cm. of the pyloric sphinc- 
ter, usually near the lesser curvature and with 
equal frequency, on the anterior and posterior 
walls. At least 95 per cent of the duodenal 
ulcers occur in the bulb and, according to 
Beilin, ten times more frequently than gastric 
ulcers. 


Approximately three-fourths of the duo- 
denal ulcers are readily demonstrated with 
the opaque meal and roentgen ray. In such 
cases, the bulbar deformity produced can be 
exhibited without the employment of special 
measures and is so obvious that it can scarcely 
elude observation. Because of this, the usual 
illustrations used are of the grossly deform- 
ing ulcers which produce a so-called clover-leaf 
deformity, or pine tree deformity, or the ser- 
rated asymmetric bulb, and tend to create the 
impression that the diagnosis is not only easy 
but that in the absence of readily elicited and 
conspicuous bulbar deformity, duodenal ulcer 
can be excluded. 


It is the remaining one-fourth which to 
some degree are difficult to demonstrate and 
can be revealed only by technical strategy and 
attentive study that test our ingenuity. The 
reasons for this difficulty may be several, a 
few of which are: ulcers in patients hard to 
examine; ulcers accompanied by marked ir- 
ritability of the bulb; those producing only 
minimal delects in the duodenal contour; 
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those exhibited only as a dense fleck in an 
otherwise normal bulbar shadow. 

Tumors of the duodenum usually produce 
gradual bleeding by bowel but occasionally 
hematemesis occurs and is coffee ground in 
type. The duodenum is the most involved 
portion of the small bowel for its length. The 
deformities or filling defects produced by a 
tumefactive lesion may be described as mar- 
ginal, encircling or central. An analysis of 
this deformity may lead to an accurate esti- 
mation of the histologic type. 


The various benign neoplasms exist chiefly 
as pedunculated intraluminal growths which 
produce central filling defects in the column 
of opaque meal. When small they are fre- 
quently overlooked, but as they grow larger 
(Fig. 11) they tend to cause partial obstruc- 
tion with dilatation of the bowel proximal 
to the lesion. The intramural submucosal tu- 
mors exhibit marginal defects with smooth 
contours. The mucosal pattern is flattened 
but preserved over the tumor except in cases 
in which ulceration has occurred. The leio- 
myoma is the most common in this group. 


The most frequent malignant tumor to in- 
volve the duodenum is the adenocarcinoma, 
and the region of the ampulla of Vater is 
most often involved (Fig. 12). The deformity 
produced is short and sharply limited. It may 
be marginal or encircling. The relief pattern 
formed by the intestinal mucosa is frequently 
destroyed entirely and in its place the luminal 
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Polypoid tumor in third portion of the duodenum producing almost complete obstruction. 
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aspect of the tumor is marked by rough jagged 
contours. There may be partial or complete 
obstruction. 

For the past two years we have been doing 
emergency examinations on bleeding patients. 
Many clinicians feel that the decision as to the 
proper treatment of a bleeding patient can 
be reached with less delay if this type of ex- 
amination is made. The patient is examined 
prone and supine and, if very weak, with 
little or no palpation. The esophagus can be 
examined for varices with rugar® or heavy 
barium. If a lesion is discovered in the esoph- 
agus, stomach or duodenum, then the decision 
as to emergency surgery can be made more 
accurately. 

SUMMARY 


Some of the more common lesions causing 
hematemesis have been illustrated and their 
roentgenographic characteristics briefly dis- 
cussed. Certainly, as pointed out, gastric or 
duodenal ulcers are the most common causes. 

The importance of early examination is to 
be kept in mind. The cause of bleeding is 


Fic. 12 


Marginal type deformity produced by 


adenocarcinoma in 
region of ampulla of Vater. 
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demonstrated in a higher percentage of pa- 
tients if examined during the time of bleed- 
ing, particularly in instances of massive hem- 
orrhage. 


Regardless of the care in examination, in- 
cluding gastroscopy and surgical exploration, 
there are some 15 to 17 per cent of cases in 
which no pathologic condition is found, 


We are dealing with a problem which may 
tax us to our utmost without finding the true 
answer, but one which in most instances we 
can help solve with patience and thorough 
study. Therefore, in closing, let me urge that 
we do as Roentgen when asked what he 
thought when he saw the first image on the 
emulsion. His answer was he did not think, 
he investigated. 
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DISCUSSION (Abstract) 


Dr. Stephen W. Brown, Augusta, Ga.—Frequently 
patients with upper gastro-intestinal tract hemorrhage 
can be saved by proper surgical therapy; therefore, 
it is necessary for us to make the exact anatomical 
and pathological diagnosis as often as possible. 

I agree with Dr. Moreton that we no longer fear 
to do x-ray examinations on the upper gastro-intestinal 
tract of patients with acute hemorrhage. I feel quite 
sure that a properly executed x-ray examination can 
in no way harm the patient and often gives invaluable 
information. When the patients show signs that the 
hemorrhage is under control, it is safe and may be 
wise to wait several days before making the exami- 
nation; but when there are signs of increased or un- 
controlled hemorrhage the examination becomes an 
emergency, so that the proper surgical treatment can 
be instituted. 

One must not depend too much on the history 
of a previous peptic ulcer when considering the di-_ 
agnosis. Just recently I saw a patient with severe 
upper gastro-intestinal tract bleeding who had had 
an x-ray diagnosis of duodenal ulcer twenty years 
earlier and in whom I had demonstrated a duodenal 
ulcer four years previously. One would naturally as- 
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sume that the patient had a bleeding peptic ulcer; 
however, the x-ray examination revealed a small ulcer 
on the greater curvature of the stomach which ap- 
peared to be malignant and the duodenal ulcer could 
not be demonstrated. At operation, this proved to be 
lymphosarcoma of the stomach which was resectable. 

One must not be afraid to say after the examination 
that he cannot demonstrate the cause of the bleeding. 
Far too often one is inclined to make the diagnosis 
of duodenal ulcer because the cap is slightly irritable 
or irregular. If the lesion cannot be demonstrated on 
one examination, the examination should be repeated 
in several days using the special technic mentioned 
by Dr. Moreton. By grasping at a straw the radiol- 
ogist may mislead the clinician for the hemorrhage 
may be due to such blood dyscrasias as leukemia, 
purpura or hemophilia. 

It is far more important to make a correct diagnosis 
of hemorrhage due to benign lesions or sarcoma than 
of one due to carcinoma, because the chances of 
recovery are far greater in these lesions than in car- 
cinoma. 


RECENT ADVANCES IN THE DIAGNO.- 
SIS AND TREATMENT OF 
CEREBRAL VASCULAR ACCIDENTS* 


By Exum WaAtkeR, M.D. 
W. Moore, M.D. 
James R. Simpson, M.D. 
and 
F. VATNAR Kristorr, M.D. 
Atlanta, Georgia 


There has never been any doubt concerning 
the serious nature of a cerebral vascular acci- 
dent or a so-called “stroke.” From statistical 
analysis, we may expect that one in every ten 
of us will eventually die from some more or 
less abrupt disturbance of the brain. We are 
all familiar with the .frequency with which 
these cases occur and the gravity of the prog- 
nosis; so it is incumbent upon us to give the 
matter serious consideration. 

Cerebral vascular accidents occur without 
warning and demand immediate attention. 
Whenever a significant portion of the brain 
function becomes abolished or blunted, we 
know at once that the problem is a grave one, 
indeed. The security of the patient and his 
family is immediately threatened, and we find 
ourselves confronted with an urgent respon- 
sibility. How well do we meet this challenge 


*Read in Section on Neurology and Psychiatry, Southern 
Medical Association, Forty-Sixth Annual Meeting, Miami, 
1952. 
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to our professional trust? Are we keeping 
abreast of the constant advances? Are we 
acquiring and continuously improving the 
technical skills acquired for the various diag- 
nostic procedures which have been developed? 
Are we, in honest self-appraisal, fully aware 
of our individual capacities and limitations 
so that we may wisely accept or transfer the 
responsibility involved? These are among the 
questions we must ask ourselves. More than 
ever before, the time has come for us to take 
stock and not only reacquaint ourselves with 
that which is already known, but look beyond 
today’s threshold to tomorrow's promise of 
greater advances. The hope of this presenta- 
tion is that it may stimulate interest and lead 
to more creative thinking in regard to this im- 
portant subject. Thus we may better prepare 
ourselves to assume the responsibility for 
these problems with confidence, to think ag- 
gressively, and to nurture ideas which will 
hasten the progress urgently needed. 


Most of us were taught that cerebral vascu- 
lar accidents involved either a hemorrhage or 
a thrombosis. To differentiate was rather 
academic since there was no essential differ- 
ence in the treatments. Until recently, the 
management of these cases has been so dis- 
heartening that we have tended to direct our 
energies toward other more rewarding ven- 
tures. We were inclined to content ourselves 
with a diagnosis of “stroke” and to limit 
our treatment to one of general supportive 
measures and vigilance. Although there has 
been no development offering an easy solu- 
tion to the problem, in recent years our think- 
ing has become clearly revolutionary. Much 
has been learned which has given us fresh 
hope and provided us with good reason to 
look to the future with increasing optimism. 
We may now expect our diagnosis to be fairly 
accurate’and our treatment to be much more 
detinitive, even dramatic on occasion. 

Regarding the pathology of the various le- 
sions loosely classified as cerebral vascular ac- 
cidents, little which is new has been added. It 
is in the diagnosis and treatment that great 
improvements have been made; treatment now 
results in a cure of certain lesions, which 
might otherwise be fatal. Specific diagnosis 
thus becomes highly important, for not only 
does the management vary for the different 
lesions, but further, that which may be bene- 
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Depicted aneurysms of the intracranial portion of the internal carotid artery. They all appear to be on the left side because 
some of the films were reversed to facilitate orientation. 
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ficial for one disorder may be harmful or 
even disastrous for another. This need for 
accurate diagnosis has led us not only to 
sharpen our bedside observations but to ac- 
quire new tests and procedures. 

(1) Neurologic examination is, of course, 
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very important but cannot be wholly relied 
upon. One may have a serious or lethal lesion 
without any neurologic findings of localizing 
value; further, there may be focal signs which 
cannot be relied upon. One must be particu- 
larly astute in assaying and interpreting the 


Fic. 2 


A, B, and E are aneurysms of the internal carotid artery within the cavernous sinus. 


D shows an aneurysm at the junc- 


tion of the anterior and middle cerebral arteries while F reveals an aneurysm of the middle cerebral artery. 
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The hematoma in A is displacing the middle cerebral vessels upward while the hematoma in B and in E is displacing the 
anterior and middle cerebral arteries in opposite directions. In C and D the hematomas were localized by the distortion of 
the ventricles. F shows the arterial blood emptying directly into the cavernous sinus so that none reaches the brain. 
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neurologic findings, and in this there can be 
no substitute for the sound judgment ac- 
quired through extensive clinical experience. 

(2) Routine x-rays of the skull should be 
taken because occasionally they are very help- 
ful; but it must be remembered that usually 
they show nothing and that these negative 
findings do not exclude a serious intracranial 
lesion. 


(3) Spinal punctures, though not com- 
pletely without risk, give useful facts regard- 
ing the intracranial pressure and cerebrospinal 
fluid content. 

(4) Ventriculography is a well-known tech- 
nic which has been used principally in the 
diagnosis of intracranial tumors, but it has 
also been found to be valuable in the differ- 
ential diagnosis of cerebral vascular accidents. 
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(5) Cerebral angiography has come to be 
used widely in the diagnosis of vascular le- 
sions and tumors of the brain. Although in- 
troduced by Moniz in 1927, this procedure 
has been fully appreciated only in the last dec- 
ade. It has, in fact, been the prime stimulus 
in bringing about the improvements in our 
concepts of specific diagnosis and treatment of 
the lesions which are due to, or simulate, cere- 
bral vascular accidents. Although angiography 
carries with it some risk, it has become a val- 
uable aid. The information gained often lays 
the groundwork for specific therapy and some- 
times provides a basis upon which lifesaving 
procedures may be carried out. 

Aneurysms and arteriovenous malforma- 
tions, well shown by angiography, are usually 
amenable to direct surgical attack. 


Fic. 4 


Thromboses are demonstrated by failure of vessels to fill. 
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(6) Electro-encephalography is sometimes 
useful but its practical value has not been so 
great as we had hoped for initially. The in- 
formation gained may supplement other find- 
ings and reinforce a presumptive diagnosis. 


Thus it is evident that great progress has 
been made in laboratory tests and procedures. 
It should be emphasized, however, that there 
are few situations in the practice of medicine 
where the management is so difficult to stand- 
ardize. Skilled judgment is required in decid- 
ing what tests should be made, when they 
should be made, and what course of action 
should follow. Here again, clinical experience 
offers the only satisfactory basis on which to 
build this judgment. 

Once a specific diagnosis has been reached 
by means of the neurologic examination and 
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indicated laboratory tests and procedures, at- 
tention can be turned to the consideration of 
a plan of treatment. 

There are a number of disorders which may 
produce a “stroke,” or a “stroke-like’’ state. 
Let us consider some of the more important 
ones: 


(1) Intracerebral hemorrhage, once 
thought to be the most frequent cause of 
hemiplegia, is a condition which is often 
amenable to surgery. When the occurrence 
of a hematoma has been proved and its loca- 
tion determined, the surgical removal is a 
relatively simple process and involves little 
risk. The objective is to relieve the local and 
general intracranial pressure so that the re- 
gional blood supply may be improved and as 
much brain function preserved as possible. 


ANEURY Sm 
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In A the patient had abruptly developed aphasia and weakness of the right arm. In B hemorrhage caused sudden hemi- 
plegia. In C coma developed rapidly so that a cerebral vascular accident had been suspected. Note the similarity to E in 
Figure 3 which proved to be a hematoma. In D the patient had a convulsion which resulted in coma and hemiplegia. 
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(2) Cerebral thrombosis occurs more fre- 
quently. Here the therapy is directed toward 
the improvement of the cerebral circulation. 
During the initial phase, anticoagulants may 
be used to retard or prevent the extension of 
a thrombus, and, as such, may be of great 
value. There is scarcely any need to point out 
that the administration of anticoagulants 
when a hemorrhage is present could cause 
further bleeding and be disastrous. Here, once 
more, we see clearly the importance of accu- 
rate diagnosis before definitive treatment is 
inaugurated. Sympathetic blocks sometimes 
produce dramatic improvement in neurologic 
function, but they, too, may be contra-indi- 
cated when hemorrhage has occurred. 

(3) Subarachnoid hemorrhage is usually 
the result of a ruptured aneurysm in the vicin- 
ity of the circle of Willis, but may be associ- 
ated with an intracerebral hemorrhage, trau- 
ma, vascular tumor or vascular malformation. 
It is in this group that arteriography, as a 
diagnostic procedure, is particularly reward- 
ing. Recurrent bleeding from the common 
berry aneurysms may often be prevented by 
clipping or ligating the neck of the aneurysm 
or the associated vessels entering the aneurysm. 


(4) Arteriovenous fistulas may arise from 
aneurysms, malformations, or trauma. These 
lesions may be identified by angiography and 
often corrected by surgical procedures. In 
these lesions the blood supply to the adjacent 
regions of the brain is impaired because of the 
wasteful shunting of blood directly into the 
venous channels. The surgical correction of 
these lesions therefore usually results in sig- 
nificant improvement in the cerebral circula- 
tion, 


(5) Embolism of cerebral vessels also must 
be kept in mind. In this connection it should 
be pointed out that, in addition to the treat- 
ment of the cerebral lesion, treatment of the 
primary lesion should not be overlooked in 
order to reduce the incidence of further em- 
bolism. 


(6) We must not overlook the possibility 
of brain tumors. They more often produce 
progressive symptoms, but the signs may ap- 
pear abruptly and simulate a cerebral vascu- 
lar accident. This is especially true of vascular 
tumors and rapidly growing malignant glio- 
mas. 


(7) Chronic subdural hematomas not in- 
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frequently cause the dramatic appearance of 
hemiplegia, coma, or convulsions and may 
easily be confused with an intracerebral hem- 
orrhage or thrombosis. There are, of course, 
other less common disorders such as the effect 
of certain infectious toxins and metabolic dis- 
turbances, and these must not be forgotten 
in the differential diagnosis. 


Thus, being cognizant of the multiplicy of 
lesions which may produce the clinical picture 
of a “stroke” and the great variance in their 
treatment, we must underline our need for 
highly accurate diagnostic procedures. Let 
us, then, consider some of these. 


In the foregoing discussion, only brief ref- 
erences have been made regarding treatment. 
As we come to appreciate the numerous varia- 
tions of pathologic condition which may result 
in this wide range of clinical states, we realize 
the necessity for creating a specific plan of 
therapy for each individual patient. It neces- 
sarily follows that we must continually re- 
evaluate and revise the plan of treatment in 
terms of changes in the patient's condition. 


Although the details of treatment may vary 
widely, let us bear in mind that all plans of 
treatment presuppose this general objective: 
the maintenance of an effective cerebral cir- * 
culation both to the involved region as well 
as to the brain generally. Keeping this objec- 
tive in mind provides a practical basis upon 
which to predicate our treatment. 

Though specific and widely varying plans 
of treatment are required in individual cases, 
we do much to simplify this highly complex 
problem if we keep constantly before us this 
single ultimate aim. 


The procedures which involve surgical at- 
tack upon the lesion, such as removal of a 
hematoma or the clipping of an aneurysm, are 
the direct responsibilities of the neurosurgeon, 
and detailed consideration of these is beyond 
the scope of this discussion. 


Much attention has been directed recently 
to factors which influence cardiac efficiency, 
adequate blood pressure, and the quality of 
the circulating blood. Let us make certain that 
we keep pace with these advances so that we 
may better utilize the knowledge gained in ap- 
plying and continually improving upon the 
practical measures which have evolved. 

We have already seen the importance of 
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therapy directed at improving the general cir- 
culation. This is a problem of immediacy and 
hence this responsibility must be assumed at 
the very outset; for failure immediately to in- 
stitute measures which improve the status of 
the circulation may cause irreparable brain 
damage. 

The importance of the respiratory compo- 
nent of the circulation has long been stressed, 
and, in this connection, the necessity for re- 
lieving any obvious obstruction has been ap- 
parent. It is only recently, however, that we 
have fully evaluated the significance of minor 
resistance to the passage of respired air. The 
simple expedient of maintaining a completely 
unobstructed air flow can increase the efti- 
ciency of the cerebral blood flow markedly. 
Though the effect of posture and the use of 
an air way and suction are not new technics, 
the value of tracheotomy has only recently 
been appreciated. In the light of this develop- 
ment it may not be amiss to suggest that the 
insertion of a tracheotomy tube be seriously 
considered in the treatment of any patient 
whose survival from a cerebral lesion is in 
doubt. Our basis for this reference may be 
found in the many cases in which this technic 
has resulted in immediate improvement. 

This discussion of the management of cere- 
bral vascular accidents and other similar le- 
sions has been, by intention, confined to the 
more general aspects of these disorders. We 
have highlighted specific approaches to treat- 
ment only for the purposes of emphasis and 
illustration. Our primary goal has been to so 
stimulate your interest that you may share 
actively in this responsibility, which accrues 
to us all. 
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THE DIAGNOSTIC EVALUATION AND 
A SIMPLE TECHNIC FOR THE 
REMOVAL OF VARICOSE VEINS* 


By Cuarces R. Doyir, M.D. 
St. Louis, Missouri 


Medical literature from the earliest times 
is replete with writings concerning varicose 
veins and varicose ulcers of the lower extremi- 


*Read in Section on Surgery, Southern Medical Association, 
fia Annual Meeting, Miami, Florida, November 10-13, 
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ties. No attempt will be made here to re- 
view this voluminous literature. The signifi- 
cant contributions have been few. 


From the diagnostic standpoint, the test 
first described by Brodie, and soon after- 
wards popularized by Trendelenburg is the 
most useful. It is the easiest to perform and 
interpret, and it gives all the necessary in- 
formation regarding the competency of the 
valves of the superficial veins. Many who 
have studied this condition have devised their 
own modifications of the Brodie-Trendelen- 
burg test or described new diagnostic pro- 
cedures, but too often they cannot be uni- 
versally applied and frequently the informa- 
tion obtained may be difficult to interpret 
or even fallacious. 

Many forms of treatment for this condition 
have been instituted. The injection treat- 
ment was described shortly after the inven- 
tion of the hypodermic needle. Avulsion of 
segments of the vein, and stripping of the vein 
had been described long betore that. Local 
ligation at various levels was advocated as 
one of the earliest forms of treatment. These 
procedures have all been reintroduced in re- 
fined technics with the discovery of antisep- 
tics, newer sclerosing solutions, better surgi- 
cal technic, and a better understanding of 
the whole problem. The most significant 
advancement in the surgical treatment of 
varicose veins was the ligation of the long 
saphenous vein at the sapheno-femoral junc- 
ture as described by Homans in 1916. With- 
out this procedure, all forms of treatment fail. 

About 50 per cent of the patients present 
themselves for treatment because of pain 
and discomfort of the lower extremities. The 
other half of the patients not only have pain 
and discomfort, but changes in the skin 
which are unsightly or have gone on to ulcer- 
ation. Very few patients request treatment 
because of cosmetic reasons alone. Pain or 
discomfort due to varicose veins is usually 
quite characteristic. It ordinarily comes on 
after the individual has been on his feet for 
some time, and is usually worse toward the 
end of the day. However, it may begin as 
soon as the individual arises, particularly 
where the condition is severe and there is 
marked retrograde flow. <A_ sensation of 


fullness, bursting pain in the severe cases, 
and localized stinging sensation from the rup- 
ture of small very superficial varices are 
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common symptoms. A heavy, tired feeling 
of the lower extremities often accompanied 
by painful feet, is the most common com- 
plaint. 


It is important to determine from the his- 
tory whether or not there has been a phlebitis 
of the deep veins. This can usually be estab- 
lished definitely from the history alone, but 
will be unmistakably evident from the physi- 
cal examination if such a deep phlebitic 
process has been of a degree severe enough 
to cause permanent sequelae. The presence 
of a post-phlebitic syndrone has definite bear- 
ing on the success of the treatment of vari- 
cose veins but most certainly is not a contra- 
indication to surgery for the relief of symp- 
toms due to superficial secondary varicosities. 

The physical examination also will deter- 
mine whether or not there exists any pelvic 
condition, such as tumor, of which the vari- 
cose veins are but a secondary manifestation. 
It is important also to determine the condi- 
tion of the arterial supply of the extremity. 
However, it should be realized that impaired 
arterial supply is not always a contraindica- 
tion to the surgical treatment of varicose 
veins which are producing stasis, thus further 
embarrassing the nourishment of tissues, par- 
ticularly of the leg and foot. In fact, the 
decreased arterial circulation may be an 
added indication for the surgical relief of 
stasis, thus making it possible for the dimin- 
ished arterial supply to provide barely ade- 
quate rather than inadequate nourishment 
to the tissues. 


The diagnostic evaluation of the saphenous 
systems of veins can be quickly accomplished 
by the Brodie-Trendelenburg test considered 
with the history and general physical exam- 
ination. The examination of the veins 
themselves for incompetence and retrograde 
flow is carried out in the following manner. 
First, the patient stands for inspection of the 
extremities exposed from the groin down- 
ward. In most instances, where the symp- 
toms are due to varicose veins, these veins 
will be visible. However, in obese individ- 
uals and sometimes in those whose panniculus 
is not particularly thick, the veins may not 
be visible. In addition to the inspection 
of the extremity, palpation along the course 
of the long and short saphenous veins may 
give additional information. In fact, if the 


veins cannot be seen, palpation may be an 
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important aid in determining the tension 
and whether or not retrograde flow exists. 

After the extremities have been examined 
with the patient standing, he is asked to lie 
down and the extremities are raised to empty 
the superficial venous system as much as pos- 
sible. Without applying pressure or tourni- 
quet the patient again stands. If it is ap- 
parent that the superficial veins of the leg 
fill rapidly (up to the level of the knee in 
less than 40 seconds), the presence of in- 
competence of the valves and retrograde flow 
of blood is definitely established. These 
findings easily determined in a patient with 
the above complaints clearly indicate that 
treatment should be instituted unless con- 
traindicated. 


It is most important to keep in mind the 
fact that the competency of the veins varies 
from time to time, from day to day, and even 
from hour to hour. Veins which appear 
perfectly competent early in the day may be 
definitely incompetent if the patient is exam- 
ined after being on his feet for some time. 
This variarce in the competency of the veins 
further emphasizes the importance of the his- 
tory; and it is also a factor of great impor- 
tance in determining the best form of treat- 
ment. 


In the treatment to be described it makes 
little difference whether or not there is in- 
competence of the communicating veins. 
However, this may be determined by having 
the patient lie down again, raising his ex- 
tremities, making pressure either digitally 
over the sapheno-femoral juncture (as was 
described by Brodie) or by placing a tourni- 
quet around the upper thigh and having the 
patient stand again. If the veins of the leg 
again fill rapidly, it is apparent that there 
are incompetent communicating veins of the 
long, the short or both saphenous systems, 
or an incompetent short saphenous system 
alone, which will produce almost the same 
findings. The fact that the competence of 
these veins varies from time to time makes it 
impossible to determine satisfactorily the 
location of all the incompetent communicat- 
ing veins because those that may be compe- 
tent at the time of the examination later may 
be incompetent. Therefore, treatment based 
on the location of incompetent communicat- 
ing veins as determined at any one examina- 
tion frequently will not correct the pathologic 
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condition completely. Furthermore, in obese 
individuals, it is next to impossible, if not 
impossible, to determine the location of in- 
competent communicating veins. In truth, 
it may be totally impossible to determine the 
course of the long or short saphenous. sys- 
tems either by inspection or by palpation. 

Chronic ulcers of the lower leg most fre- 
quently are due to venous stasis. _ Unless 
some other etiologic factor is determined, 
their presence strongly indicates therapeutic 
measures for the relief of the stasis. 

The presence of a post-phlebitic syndrome 
must be considered, but as was mentioned 
above, its presence is not a contraindication 
to the treatment of superficial varicosities. 
The subject of the post-phlebitic syndrome 
is much too complicated to be considered at 
this time. However, it is a fact that once 
there is a major phlebitic process of the deep 
veins of the extremity, that extremity never 
again will be perfectly normal; and probably 
there will be secondary superficial varicosi- 
ties which may require treatment. 

Pregnancy is not a contraindication to the 
surgical treatment of varicose veins. During 
pregnancy they are very common and _ they 
become more severe with each succeeding 
pregnancy. In the intervals between the 
early pregnancies, they may subside com- 
pletely and cause no symptoms. But with 
each succeeding pregnancy they become more 
severe, until at times the patient may be 
bedridden due to the discomfort caused by 
the varicose veins. Surgical intervention is 
not undertaken during the first trimester 
when the uterus is most irritable, and, usual- 
ly, these patients do not present themselves 
with this complaint until the fourth or fifth 
month of gestation. 

Old age is no contraindication to surgical 
treatment, although the indications are less 
frequent. 

The best treatment has been found to be 
high ligation and stripping of both the long 
and the short saphenous veins. Stripping 
of the main channel of the long saphenous 
vein from the groin to the ankle, of the short 
saphenous vein from the popliteal space to 
the lower calf and of any significant accessory 
veins of either system, is the most thorough 
method of removing the offending, incompe- 
tent, stasis producing veins. At the same 
time, the communicating veins are disrupted 
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thus removing the necessity of trying to lo- 
cate and ligate them individually, which (as 
was stated above) is practically impossible 
when the patient is obese. 

The multiple ligation procedure leaves 
segments of veins and the communicating 
veins which seemed to be competent when 
tested. These remaining segments and com- 
municators (if not already incompetent) fre- 
quently become incompetent causing a recur- 
rence of the original complaints. Stripping 
largely obviates this possibility. 

Stripping of the short saphenous vein is 
advocated because a significant number of 
patients (about 50 per cent) in whom only 
the long saphenous vein is removed by strip- 
ping, later return because of incomplete re- 
lief or recurrence of symptoms due to incom- 
petence of the short saphenous vein. The 
procedure of ligation and stripping can be 
accomplished more easily than multiple li- 
gations and is no more dangerous to patients 
and, as was stated above, is a much more 
thorough procedure. It is much more effi- 
cient and less painful than ligation with 
retrograde injections, and is definitely less 
dangerous. The technic herein described has 
been developed over a period of several years, 
during which time practically all other mod- 
ern technics were tried and abandoned. 

Several types of vein strippers were used, 
both intraluminal and extraluminal. The 
intraluminal stripper gives the best results. 
Several features of the intraluminal stripper 
designed by the author are worthy of note 
(Fig. 1*). Four different sizes of stripping 
heads may be threaded on either end of a 
flexible cable. The cable is practically inde- 
structible and non-kinkable by ordinary 
usage, or even abuse. A small bead screws 
on either end of the cable for introducing it 
through the vein. When the cable has been 
introduced, the appropriate sized head is 
attached. Stripping from above downward 
makes the possibility of splitting the vein at 
the junction of a tributary with the main 
vein less likely and also removes larger seg- 
ments of communicating veins than is accom- 
plished by stripping from below upward. 
Also, it is much easier to introduce the strip- 
per head if it is started at the groin rather 
than at the ankle, and in the popliteal space 
than in the lower leg posteriorly. 


*Storz Instrument Company, St. Louis, Missouri. 
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The operative technic using the stripper 
described above is carried out as follows: 
the high ligation of the long saphenous vein 
is accomplished just as Homans described it. 
Local infiltration anesthesia is used. The 
incision is made in the crease of the groin, 
centered over the sapheno-femoral juncture 
(Fig. 2). The incision should not be carried 
laterally as lymphatics will be cut across, 
which may give rise to accumulation of lymph 
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Incision for high ligation of long saphenous vein. 
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in the wound or perhaps the formation of 4 
lymphocele. If extension of the wound is 
necessary, it should be carried medially in 
the crease of the groin. Adequate exposure 
is obtained easily through this incision. If 
lymph nodes are encountered, the saphenous 
vein almost invariably will be found more 
medially. When the saphenous vein has 
been identified definitely, it is divided and 
all of the tributaries to the upper end of the 
vein are clamped, divided and ligated indi- 
vidually; and if there are two, three or more 
tributaries entering as a single trunk these 
are ligated separately. The saphenous vein 
is ligated flush with the femoral vein with 
a double ligature of No. 30 cotton, one being 
a suture ligature. When the saphenous vein 
and all the tributaries to its upper end have 
been ligated, the intraluminal stripper is 
introduced into the upper end of the distal 
.segment. In those instances where the vein 
is not particularly tortuous usually it can be 
passed downward to the ankle where the vein 
lies on the antero-medial surface of the tibia. 
Here it is exposed through a transverse inci- 
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sion under local anesthesia and the stripper 
is delivered into the wound (Fig. 3). The 
appropriate size of stripping head is then 
threaded on to the upper end of the cable, 
the vein tied around the cable below the 
head and preparations are made for the ac- 
tual stripping. If the pathologic condition 
is bilateral, the same procedure may be car- 
ried out simultaneously on the other ex- 
tremity by another team. If a single operator 
is doing the bilateral procedure, the same 
technic is carried out on the other extremity 
with local anesthesia for the high ligation 
and introduction of the stripper. 


If any difficulty is encountered in intro- 
ducing the stripper from above downward, 
no time is lost in repeated trials or trying 
to manipulate the stripper through the vein. 
The long saphenous vein is exposed through 
a transverse incision over the antero-medial, 
lower most portion of the tibia. The vein 
is opened and the stripper introduced. It 
can almost always be passed from below up- 
ward to emerge through the end of the vein 
in the groin wound. However, occasionally 
it may be impossible to introduce the stripper 
from either direction the complete length 
of the vein. In these instances, one or two 
additional incisions may be necessary where 
the stripper is caught in a sacculation or 
enters a tributary. However, in introducing 
the stripper from below upward, it is much 
less likely to enter a tributary since prac- 
tically all of them enter the main channel 
from below upward at an acute angle. When 
the end of the cable has been brought out 
the groin wound from below, since the strip- 
per head may be applied to either end of 
this cable, the bead which was used to intro- 
duce the stripper is removed, and the appro- 
priate head threaded on to the end of the 
cable at the groin. 


When this has been accomplished on one 
or both extremities, the patient is placed in 
moderate Trendelenburg position, gas anes- 
thesia is administered, and when satisfactory 
anesthesia is obtained, the stripping heads 
are drawn through from above downward, 
removing the long saphenous veins. Occa- 
sionally, in drawing the stripper through, 
marked resistance may be met at the point of 
entrance of a large tributary and if undue 
force seems to be necessary to bring the strip- 
per head past this point, an additional inci- 
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sion is made and this tributary is ligated 
independently. This occurs infrequently. 
Sometimes considerable force is required to 
pull the stripper through, and although large 
tributaries are frequently avulsed, there have 
been no instances of bleeding which required 
any special measures. Compression over the 
tracts from which the vein has been stripped 
is made temporarily and the patient is al- 
lowed to wake up while the wounds at the 
groin and at the ankle and any additional 
wounds are closed with interrupted cotton 
sutures under local anesthesia (usually the 
original infiltration). 

When these wounds have been closed, the 
patient is turned on the abdomen and the 
short saphenous vein is exposed through a 
transverse incision about three-quarters of an 
inch below the popliteal crease just deep to 
the popliteal fascia in the “V” formed by the 
heads of the gastrocnemius muscle (Fig. 4). 
If the vein is of sufficient size so that the 
stripper can be introduced, it is passed down- 
ward to the level of the upper portion of 
the Achilles tendon. Here the vein lies just 
lateral to the tendon along with the sural 
nerve, and if the stripper cannot be passed 
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from above the 
vein may be ex- 
posed below and 
the stripper intro- 
duced from below 
upward. The up- 
per segment of the 
vein is ligated high 
in the _ popliteal 
space. The patient 
is anesthetized again for a few minutes 
and the stripper pulled through removing 
the diseased veins from above downward. 
These wounds are closed with interrupted 
cotton and. dressings are applied to all 
wounds. Elastic bandages are applied from 
the base of the toes up to the knee. A three- 
inch, rubber reinforced bandage is used for 
this area. A four-inch, rubber reinforced 
bandage is applied from the groin downward 
to meet and overlap the lower bandage. It 
has been found that the elastic bandage ap- 
plied to the thigh from above downward 
retains its position better than if the bandage 
is applied from below upward. It is not 
necessary or desirable to use adhesive elastic 
bandages. 

The question always arises as to whether 
or not stripping should be attempted when 
ulcers are present. Where there are ulcers, 
the preoperative preparation includes a day 
or so of moist dressings and an antibiotic, 
usually penicillin, given before and after the 
operation. Very frequently the stripper can 
be passed from above downward, coursing 
beneath the ulcer, and it is then brought out 
through an incision below the ulcer even on 
the dorsum of the foot if necessary. It is 
desirable that the stripping be accomplished 
to a point below the ulcer if at all possible. 
However, sometimes it is impossible to intro- 
duce the stripper beneath the ulcerated area 
because of scarring and obliteration of the 
vein in this area. If the stripper cannot be 
introduced from above downward, if possible 
the vein is exposed below the ulcer, and the 
stripper introduced here. The rapidity with 
which ulcers heal when the stasis has been 
relieved is remarkable. In fact, if the ulcers 
do not improve in appearance or fail to heal 
rather promptly, accessory veins maintaining 
the stasis must be suspected. 


Occasionally, segments of the vein will 
have been involved in a phlebitic process, 
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Mayo extraluminal stripper. 


frequently due to previous injection of 
sclerosing solutions, making it impossible to 
use the intraluminal stripper. These re- 
canalized, previously thrombosed veins must 
be removed as they frequently cause stasis 
just as do incompetent veins which have not 
been involved in a phlebitic process. The 
intraluminal stripper cannot be introduced 
through these veins. Therefore, the extra- 
luminal, Mayo type, stripper (Fig. 5) is the 
best instrument for removing them. 

Because ordinarily there have been only 
short periods of general anesthesia, the pa- 
tient is thoroughly awake and cooperative 
when returned to the room. He is encour- 
aged to move the extremities; and, as soon 
as possible, he is gotten up to walk five min- 
utes every hour during the day of the opera- 
tion. It is possible in most instances; if not, 
active exercises of the extremities are carried 
out at frequent intervals. The patient is 
gotten up and walked for five or ten minutes 
during the middle of the first night follow- 
ing the operative procedure. The walking 
and active exercises are considered important 
to prevent stasis and possibly thrombosis of 
the deep veins. Although this complication 
has never occurred in the author’s series of 
several hundred cases, it is deemed to be an 
important postoperative prophylactic meas- 
ure. 

Postoperatively these patients wear some 
elastic support to the leg for two or three 
weeks. In the more severe cases, it may be 
necessary subsequently to obliterate very 
superficial sacculations for cosmetic reasons. 
Later, accessory veins of either the long or 
short systems may become incompetent re- 
quiring simple local ligation or obliterative 
therapy. 


CONCLUSIONS 


(1) The evaluation of the condition of the 
superficial veins of the lower extremity can 
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be quickly accomplished by a single test, the 
Trendelenburg. 

(2) High ligation and stripping of both 
the long and short saphenous veins is the 
treatment of choice. 


(3) A new intraluminal stripper facilitates 
the accomplishment of this procedure. 

(4) The employment of local anesthesia 
for the exposure and ligation of the veins 
and for introducing the stripper makes it 
possible to accomplish: this procedure with 
only short periods of general anesthesia. 


GRANULOMA GANGRAENESCENS* 
REPORT OF A CASE 


By V. Parvo-Caste.to, M.D. 
F. Leon Bianco, M.D. 
and 
R. RIVERA DEL SOL, M.D. 
Havana, Cuba 


Under the name of granuloma gangraenes- 
cens, otorhinolaryngologists have reported a 
number of cases of a chronic granulomatous 
condition of the face, affecting especially the 
nose but spreading to the palate, the bones of 
the facial skeleton, upper maxillae, malars, 
nasals and even to the base of the skull, 
causing large gangrenous ulcers, frightful de- 
struction of the soft and bony structures and 
ending in death in the course of a few months 
to a few years. The condition progresses fa- 
tally in most cases although temporary im- 
provement may be obtained. The final pic- 
ture is that of loss of all the midface, with 
necrosis, profuse suppuration and the for- 
mation of a large cavity, bound below by the 
lower jaw, which is never affected, and above 
by the frontal bone and upper part of the 
orbits. The mouth, the nose, and the eyes are 
often entirely destroyed by the necrotic 
process. 

This tremendous facial destruction ending 
in death has been attributed to streptococcal 
infection and to other bacterial infections, to 
viruses, syphilis, leprosy, malignancy and to 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Forty-Sixth Annual Meeting, Miami, 
Florida, November 10-13, 1952. 

*From the Department of Dermatology and Syphilology, 
University Hospital Calixto Garcia, University of Havana 
School of Medicine, and the Department of Pathology, Havana 
Municipal Hospital, Havana, Cuba. 
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granulomatous growths of unknown etiology. 
A similar condition has been reported in some 
tropical regions and considered a complication 
of yaws, under the name of gangosa. 


Granuloma gangraenescens begins in the 
form of a chronic nasal discharge, mucoid at 
first and later purulent and foul, with the 
formation of necrotic ulcerations in the nasal 
septum, the skin of the alae nasi and at times 
ot the mucous membrane of the palate. Some- 
times this lesion appears first in the center 
of the palate in the form of a round ulcer 
with a necrotic center, alfecting the mucous 
membrane and the subjacent bone. This pre- 
liminary stage may last for weeks or months 
with temporary improvement, but sooner or 
later the condition spreads and forms ne- 
crotic areas elsewhere in the vicinity of the 
initial lesions or the condition spreads to 
the upper jaw, opening the maxillary sinuses 
and creating foci of suppuration which spread 
gradually to the rest of the soft and bony 
structures of the face. Chronic edema distorts 
the features and a granulomatous growth may 
be observed underneath, partly necrotic. The 
lymph nodes are not enlarged. 

The first case reported in the literature 
seems to have been that of McBride! in 1897 
under the title, “Case of Rapid Destruction 
of the Nose and Face,” and since then more 
than 100 cases have been reported, most of 
them in the otorhinolaryngological publica- 
tions. Only a few reports have been found 
by us in the dermatologic literature and the 
condition is not mentioned in most of the 
dermatologic textbooks consulted by us. It is 
not mentioned in the “Nouvelle Pratique 
Dermatologique’’? and no reference has been 
found to this entity in “The Year Book of 
Dermatology and Syphilology” trom 1924 to 
1951. The first dermatologic report was ap- 
parently that of Fordyce® in 1906. Falchi* 
in 1927 in Italy reported a case. Chatelier® 
in 1927 published another case in France, 
“Sarco-Lupus Pernio, Mutilating and Mortal.” 
Charles Dennie!! of Kansas City contributed 
a case in 1940 of “Massive Destruction of the 
Face.” The condition is not mentioned in the 
German “Handbuch der Haut and Gesch- 
lechtskrankheiten’? nor in the proceedings of 
the “Reunion Dermatologique Stras- 
bourg’”’® devoted to the study of the granu- 
lomas, in 1937. Three illustrations are in- 
cluded in the “Corpus Ikonum Morborum 
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Cutaneorum’”’!® published by the International 
Dermatological Congress of Budapest in 1937 
and mention and illustrations are also found 
in Simons’ “Handbook of Tropical Dermatol- 

Reports from otorhinolaryngologists have 
been quite frequent in the last few years, the 
outstanding publications being those of Hoo- 
ver,!? Berqvist and Koch,'* William, Pi- 
rodda and Guenzi,'® McCart,'?7 Piquet and 
Tupin,'* Moore, Beard, Thoburn and Wil- 
liams'® and Moulonget,*! the latter, the latest 
report available in 1952. 

The condition has been reported under a 
number of different names but granuloma 
gangraenescens, first used by Derischanoff® 
seems to be widely accepted. In America 
there is a tendency among otorhinolaryngol- 
ogists to use the terms, idiopathic granuloma 
of the midline tissues of the face and also 
malignant granuloma of the nose and granu- 
lomatous ulcer of the nose. 


The etiology remains unknown. Bacteriol- 
ogic investigations have failed to demonstrate 
a specific organism; streptococci, staphylo- 
cocci, Pseudomonas aeruginosa and other com- 
mon microorganisms are usually encountered 
but they appear to be contaminants. No fungi 
have been demonstrated. The pathologic re- 
ports point to a chronic granulomatous proc- 
ess without specific features. Syphilis, yaws, 
leprosy, leishmaniasis, blastomycosis, coccidi- 
oidomycosis and malignant tumor have been 
considered and eliminated in the differential 
diagnosis. Other malignant conditions such 
as sarcoma, mycosis fungoides, lymphoblas- 
toma, have also been ruled out. 

Treatment remains without effect. Anti- 
biotics and sulfa drugs have failed, antisyphi- 
litic treatment has been used without improve- 
ment, cortisone has been tried with some 
encouraging results and radium and roentgen 
ray therapy have caused temporary reabsorp- 
tion of infiltrations and healing of the ulcers. 


REVIEW OF THE LITERATURE 


Derischanoff who seems to have been the first to 
use the name granuloma gangraenescens, reports the 
case of a woman aged 62 who died after 18 months 
of illness. The histologic studies showed a granuloma 
with giant cells, lymphoid cells, myeloid cells and 
plasma cells, with a sarcomatous aspect. There were no 
metastases. 


Chatelier’s5 case seems to be a granuloma gangraen- 
escens coincident with lupus pernio of the nose, the 
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conditions being probably non-related. The patient 
died with typical necrosis of the skeletal and cutaneous 
parts of the mid-face after 11 months of illness. 

Tischenko and Kroitschick§8 believe that the condi- 
tion was reported by Kraus in 1929 in 3 patients of 
Kreibich clinic, but they give no bibliographic data; 
they refer to similar cases reported by Volk and others 
in 1933. No etiologic agent could be demonstrated in 
these cases, although the consensus was in favor of an 
infectious agent. Tischenko and Kroitschick report 
a case of their own in an Ukrainian male peasant aged 
37, beginning in the form of an ulcer of the nose and 
upper lip which the patient attributed to trauma 
caused by a horse. Treatment for syphilis was ineffec- 
tual, the patient dying after 4 months of illness. The 
pathologist reported chronic inflammatory tissues with- 
out special characteristics. 

Wood’s2 case seems to be one of the earliest in the 
English literature. This Dublin physician reported a 
case of this affection in a man aged 58 who suffered 
from it for 5 years (1913-1918). Roentgen rays were 
used without improvement. Another patient, a man 
aged 67 with a granulomatous growth and necrosis of 
the face, was greatly improved by radium treatment 
and was still alive one year after treatment. 


Dennie1! in 1940 reported a case in a man, a native 
of Kansas, 28 years old, beginning with nasal dis- 
charge, sinusitis and perforation of the septum, bi- 
lateral dacryocystitis, necrosis of the nose, invasion of 
the upper lip, ending in complete destruction of the 
nose, of the skeletal and soft parts of the face, to the 
extent that the movements of the esophagus could be 
observed. The autopsy revealed phagedenic granu- 
loma of the face, necrotizing cellulitis of the face and 
head, chronic abscess of the brain, pachymeningitis, 
confluent pneumonia and abscess of the right lung 
and parenchymatous degeneration of the liver and 
kidneys. Histopathologic studies did not allow a def- 
inite diagnosis, although they were negative for syph- 
ilis and malignancy. Spirochaeta microdentium was 
isolated from the diseased tissues and Dennie suggested 
that this organism might have been the etiologic agent, 
but this could not be proved. 

Hoover’s!2 paper offers a complete review of the 
literature until 1941. Hoover's first case was that of 
a man aged 51 whose condition began with swelling 
of the right side of the nose and face, high fever and 
stuffiness of the nose. The patient died after 11 
months of illness. The second case was that of a man 
aged 35 with a swelling of the right side of the face 
of 7 months duration, thin nasal discharge, foul 
breath and loss of weight of 25 pounds; there was an 
area of reddened, tender skin on the face and an 
ulceration with a draining fistula. The nasal septum 
was destroyed and the nasal chambers covered with 
pus and heavy foul crusts. The Wassermann test was 
negative; there was no leukocytosis and only slight 
anemia. Bacteriologic studies were negative, only com- 
mon germs being cultivated. The patient died in 3 
months. Another case reported by Hoover was in a 
man aged 57, with nasal ulcer and obstruction of the 
nose. ‘There was a history of a granuloma of the nose 
23 years before which healed under treatment with 
tuberculin. About 9 months before the patient came 
under Hoover's care, he had a nasal discharge and 
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fever of 102° F. The lesions progressed and the patient 
developed swelling and redness of the nose with 
edema of the left lower eyelid. Bacteriologic and 
serologic returns were negative. Pathologic studies 
showed only non-specific granulomatous tissue. Roent- 
gen ray treatment caused temporary improvement. 
Finally there was considerable necrosis and ulceration 
of the left side of the nose with much edema of the 
left side of the face. Still another case of Hoover's 
was that of a man aged 36 with nasal discharge, 
stuffiness of the nose with crust formation, destruction 
of the turbinates, ulceration of the hard palate with 
perforation into the mouth, swelling and tenderness 
of the right cheek, fistula of the lacrimal sac, granu- 
lomatous and necrotic ulcers of the cheek and nose 
and eschar formation showing at the bottom the ne- 
crotic maxillary bones. The hard palate was entirely 
destroyed and many teeth were missing. The necrosis 
extended to the orbit, nose and oral cavity and to the 
left cheek. The patient had high fever, was emaciated 
and died 9 months after the beginning of the con- 
dition, a year and a half after the original discharge. 
No cause could be found. In another case of Hoover's 
the initial lesions were electrocoagulated and the 
patient was living and well at the time of publication. 
Hoover lists the following as the important differential 
diagnoses: syphilis, tuberculosis, malignancy, noma, 
fungous infections, agranulocytosis, glanders, anthrax, 
myasis, yaws, diabetic gangrene, leishmaniasis, and 
postencephalic tropic ulcer. 

Berqvist and Koch13 of Sweden report 2 cases of 
this condition, both in men, one aged 39 and the 
other 27. The first patient suffered first the usual 
nasal discharge and sinusitis, culminating in a necrotic 
ulcer of the nose, followed by another ulcer of the 
palate and edema of the face and eyelids. ‘The con- 
dition progressed until the face was destroyed, result- 
ing in a deep pit in which the tongue and lower jaw 
were apparently intact. The patient died one year 
after he became sick. The postmortem showed ne- 
crosis of the soft tissues and skeletal parts of the face, 
purulent meningitis and abscess of the frontal lobe of 
the brain, purulent bronchitis and focal bilateral 
pneumonia. The histopathologic examination showed 
chronic inflammation with lymphocytic infiltration, 
no sign of specificity and no tumoral growth. ‘The 
second case started with an unsuspected small mass in 
the left lung observed during a miniature x-ray sur- 
vey; two weeks later there was obstruction of the 
nostrils and lacrimation on the left eye and pain on 
the right side of the nose and upper teeth. The 
patient was hospitalized after developing an ulcer of 
the hard palate and a tender, reddened area of skin 
of the ala of the nose. All laboratory examinations 
failed to throw any light on the cause of the condition. 
The x-ray of the left lung showed several areas of in- 
filtration not characteristic of any specific pathologic 
picture. Necrosis of the nose and upper lip followed 
after a month, with high fever. Biopsy showed an 
inflammatory non-specific process with necrosis. Strep- 
tomycin, other antibiotics and blood transfusions were 
given without the least influence on the course of 
the condition. Roentgen ray treatment was then 
started at the rate of 500 r. daily to a total dose of 
4000 r. in 11 days. Improvement started almost im- 
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mediately; the process stopped spreading, the fever 
subsided, the ulcerative process was checked and 
healthy granulation tissue appeared. After a week 
the patient grew gradually worse but the lesions of 
the face remained stationary, while numerous nodules 
appeared all over the body, which were considered 
metastases from the lung lesions; the latter spread 
rapidly and roentgen rays failed to check the progress 
of these lesions. The patient died 2 months after 
hospitalization. Histopathologic examination revealed 
an infiltration of reticular cells of the stellate type, 
of marked polymorphism and numerous mytotic fig- 
ures; there was a network of coarse collagenous 
fibers and of fine reticular fibers. This case is clearly 
a tumor and is unique in the presence of metastases. 
The authors conclude that granuloma gangraenescens 
is a malignant growth (sarcoma or lymphogranuloma) 
and that early irradiation should be employed. 


Williams!4 of the Mayo Clinic writes one of the 
best and most complete contributions to this subject 
and discusses at length the possible etiologic factors, 
especially those concerning tissue immunity. He be- 
lieves that the condition is a granuloma, primarily 
vascular and perivascular, of allergic nature and re- 
lated to rheumatic fever, periarteritis nodosa and 
lupus erythematosus. In other words, it is an idio- 
pathic granulomatous process due to bacterial allergic 
phenomena in the vascular system, causing inflam- 
mation and necrosis as a result of vascular stoppage. 
Williams reports 3 cases, one of them in a woman 
aged 48 and 2 in men 45 and 21 respectively. All 
patients died. In the last mentioned case the diagnosis 
of periarteritis nodosa was reported by the pathologist. 

In another more recent paper, Williams and Hoch- 
filzer16 report on the effects of cortisone in another 
patient suffering from the same condition. Cortisone 
was used on the assumption of the allergic nature of 
the condition and the presence of arteriolar spasm, 
dilatation of the capillaries and venules, periarteritis 
nodosa, necrotizing arteritis, granulomatous formation 
and symptoms reminiscent of lupus erythematosus. 
Cortisone proved helpful, although the condition did 
not heal and the general health of the patient 
deteriorated. The patient was still alive at the time 
of publication. 


Piquet and Tupin18 of Lille, France, refer in 1951 
a total of 7 cases in Germany from 1937 to 1945, 12 
cases in Great Britain, 2 in Denmark, 2 in Sweden, 
1 in France, 1 in Italy, 1 in the Ukraine, | in Switzer- 
land, and 3 in America, but this summary is probably 
short of the true number of cases reported. 


Piquet and Tupin divide the evolution of granu- 
loma gangraenescens into three stages: (1) rhinitis 
with crust formation and purulent discharge, (2) 
swelling, edema and erythema of the face with pain, 
beginning on the nose, cheeks and eyelids, with deep 
infiltration of the affected parts, and (3) necrosis with 
black to brown discoloration, sanguineous discharge and 
ulceration, progressing to the skeletal parts and to the 
pharynx, resulting in mutilating ulcers and death. 
Differential histopathologic diagnosis should be made 
according to these authors, from sarcoma, reticulo- 
sarcoma, granuloma fungoides and _reticulo-endothe- 
lioma. The patient reported by Piquet and Tupin 
was a man aged 43 with the typical picture described 
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above. ‘Treatment consisted of streptomycin injec- 
tions, mercury cyanide injections, and local antisepsis. 
The pathologic examination showed acute inflamma- 
tion with vasculitis; there were no signs of syphilis, 
tuberculosis or of tumor growth. The patient died 
after 2 months of sudden hemorrhage. 


Moore and collaborators!® of Rochester, Minne- 
sota, in reporting a new case in 1951, offer a dif- 
ferential diagnosis from oidiomycosis, glanders, tulare- 
mia, leprosy, rhinoscleroma, blastomycosis, sporotrich- 
osis, and leishmaniasis. They believe that the evidence 
so far presented seems conclusive that this condition, 
called by them idiopathic lethal granuloma of the 
midline facial tissues, is the result of localized hyper- 
immunity with an Arthus-like reaction of the in- 
volved tissues. The case reported by these authors 
was that of a woman aged 50 with the typical pic- 
ture of necrosis of the face, at the same time showing 
rheumatoid arthritis of knees and ankles and dis- 
seminated lesions of the skin resembling lupus ery- 
thematosus. Cortisone and ACTH were employed 
with encouraging results and at the time of publica- 
tion the patient was still alive. The pathologic di- 
agnosis was contradictory, since some pathologists made 
the diagnosis of “necrotizing granulomatous dermatitis” 
while others examining the same _ tissue sections 
thought them to show a “grade I hemangio-endotheli- 
oma, representing a Kaposi tumor.” These were 
biopsies of papular growths of the skin of the upper 
extremities, while the sections of the facial lesions 
showed “granulomatous infiltration with giant cells 
and numerous eosinophils.” 


Moulonget and Letellier21 of Paris in reporting 
a case of this condition in a woman aged 58, describe 
their histopathologic findings as chronic inflamma- 
tion, edema of the epidermis, proliferation of the con- 
junctival tissue rich in blood vessels, a thick infiltrate 
of inflammatory cells, that is, lymphocytes, plasmo- 
cytes, Roussell bodies, the location of the infiltrate be- 
ing predominantly perivascular. A tumor filling both 
nasal fossae was removed surgically and the pathologic 
diagnosis was chronic granulomatous inflammation 
with the addition of many polynucleated cells and 
many mitoses. The patient was still alive at the time of 
reporting. These authors seem to join Williams, 
Moore and their collaborators in the interpretation 
of these lesions as allergic phenomena of the Arthus 
type of reaction, causing vascular spasm or local 
allergy in the tissues, so rapid and intense that it 
results in necrosis; or perhaps humoral allergy with 
the rapid and intense formation of antibodies and 
their union or clash with the antigens, causing tissue 
destruction. Physical allergy, tissue allergy and hu- 
moral allergy may be associated in the production of 
these malignant granulomas of the face. Perhaps 
hypophysis and suprarenal glands may intervene in 
the process. 


Simons,22 a dermatologist of Amsterdam, mentions 
the existence of this entity and makes the differential 
diagnosis from noma and from mycosis fungoides. 
Noma, he recalls, is always consecutive to an infectious 
disease such as smallpox, measles, scarlet fever, diph- 
theria and is common in children and rare in adults. 
It affects the tissues of the cheeks and mouth but 
not the nose and rarely the skeleton. Differential 
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diagnosis from syphilis is important since gummatous 
lesions of the nose and mouth may be ulcerous and 
gangrenous from the beginning. 


This review of the literature is not com- 
plete, but covers the most salient features 
and most of the reported cases. 


REPORT OF A CASE 


M.G.L., a white Cuban man, aged 42, entered the 
Dermatological Service of the University Hospital in 
Havana, May 24, 1951, suffering from a necrotic ulcer 
of the base of the nose on the left side. This ulcer 
was about 2 cm. in diameter and was covered with 
a black eschar (Fig. 1). The edges were somewhat 
reddened, oozing seropurulent fluid and giving the 
impression of broken down vesicles. The patient was 
in apparent good health although there was a slight 
elevation of temperature. The patient, who was an 
assistant chemist in a sugar mill, denied tuberculosis 
and venereal diseases. His wife was in good health 
and had 4 children all living and well. According to 
the patient, in September 1950 he noticed for the 
first time that his breath was foul and in November 
of the same year there was some nasal discharge. 
He then consulted an otorhinolaryngologist who 
treated him for an ulcer of the left side of the nasal 
cavity. The bacteriologic examination of the discharge 
showed Staphylococcus aureus. Roentgen ray exami- 
nation showed lack of transparency of the left maxil- 
lary sinus. Serologic tests for syphilis were negative. 
He was given 20 injections of bismuth subsalicylate 
at that time without improvement; the patient says 
he had a slight swelling of the skin of the left side 
of the nose and some tenderness on pressure. In 
January 1951 the cutaneous inflammation increased 
and the nasal fetor was very marked. The patient’s 
local physicians treated him with repeated injections 
of penicillin without improvement, with a total dose 
of 9 million units of this antibiotic. The nasal fetor 
improved but returned in full force after the penicillin 
injections were stopped. In April 1951 redness ap- 
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Granuloma gangraenescens, initial cutaneous lesion with 
necrotic center and edematous border. 
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peared on the skin of the nose, pain was felt for the 
first time and there was a slight discharge followed 
by breaking down of the skin and the formation of a 
necrotic eschar covering a shallow ulceration. There 
was edema and erythema of the left side of the face. 
The nose specialist reported that the internal ulcer 
was healed and there was only a slight inflammation 
of the mucous membrane with a mucopurulent dis- 
charge. 

The diagnosis of malignant pustule was tentatively 
made and bacteriologic examination carried out ac- 
cordingly, but no Bacillus antracis was found. The 
cultures showed Staphylococcus aureus and albus, 
Pseudomonas aeruginosa and a few yeast cells. Blood 
cultures and inoculation of guinea pigs, mice and 
rabbits were negative. Physical examination was es- 
sentially negative and no visceral symptoms could be 
elicited. Roentgen ray examination of the chest was 
negative for tumor and for tuberculosis. Serologic 


Fie. 2 


Necrotic tumor-like growth of the gingivo-jugal sulcus, 
affecting the maxillary bone. Massive edema of the left side 
of the face. 
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tests for syphilis were negative, repeated blood counts 
showed only moderate leukocytosis of about 12,000 
and 6 to 12 per cent eosinophils. Erythrosedimenta- 
tion rate was 34 in one hour. Roentgen ray of the 
skull showed partial destruction of the left nasal bone. 
A biopsy of the cutaneous ulcer was reported with 
the diagnosis of “chronic inflammation and_ necrosis, 
foci of perivascular inflammation consisting of lympho- 
cytes and polynuclears.” 

No diagnosis was made at that time. The patient 
was given 9 million units of penicillin and 32 grams 
of dihydrostreptomycin without improvement, on the 
contrary the ulcer of the skin increased in size reach- 
ing a diameter of about 4 cm. with the black eschar 
increasing in the same proportion. A vaccine was 
prepared with the germs recovered in the cultures and 
given intradermally and subcutaneously for the next 
2 months, with doubtful benefit and without much 
local or general reaction. The patient’s general 
health remained good, his appetite was fair and he 
left the hospital in good general condition on August 
25, 1951. The last few weeks of his stay he had 
been taking 3 grams of sulfa drugs daily. 

On October 12, 1951, the patient re-entered the 
Dermatological Service. The cutaneous ulcer was 
healing spontaneously, the eschar had fallen off and 


Fic. 4 


Detail of the cellular infiltrate showing multinucleated 
cell, mitosis, histiocites, polynuclears and cellular debris. 


Fic. $ 


Chronic inflammation with thrombotic vessel. Thrombosis 


is a main feature of the histopathologic picture. 


Fic. 5 


Detail showing clumping of cells, resembling polynucleated 
cell, and polymorphous cellular infiltrate. 
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there was a partial scar, rather depressed but firm 
and thick and white in color. The patient came back 
because a new ulcer had appeared in the roof of 
his mouth. On examination there was in the middle 
of the hard palate a punched out ulcer about 1.5 cm. 
in diameter, slightly oval in shape, in the center of 
which the bone showed dark and necrotic; the edges 
of this ulcer were pale and had no tendency to heal. 
The patient said that this ulcer had developed quite 
suddenly and without much pain. Vaccine treatment 
was reinstituted and the patient seemed to improve, 
his general health remaining in good shape. Terra- 
mycin was administered at the rate of | gram daily 
for 14 days without any effect on the local condition. 
The patient went home again on January 12, 1952, 
after completing his course of vaccine, the palatal 
ulcer unchanged but not growing. 


On February 13, 1952, the patient again entered 
the hospital suffering from a new ulceration and in- 
flammation with necrosis in a small area situated 
in the gingivo-jugal sulcus of the right side, sur- 
mounting an infiltration about the size of a hazel 
nut, hard and painful to the touch. This nodule dis- 
charged pus for about 15 days and slowly regressed. 
Almost immediately two new lesions appeared, one on 
the left lower eyelid, corresponding to the site of the 
lacrimal sac, causing a fistula to develop, discharging 
thin pus and later turbid tear fluid; there was con- 
siderable swelling of the lid and adjacent parts of the 
face. Almost at the same time a large rapidly grow- 
ing swelling of the left cheek was observed and a 
large mass, grayish white in color was observed 
occupying the gingivo-jugal sulcus on the left side 
and apparently extending upward to the upper maxil- 
lary bone. Roentgen ray examination showed a shadow 
occupying the lateral part of the face and obscuring 
the maxillary bone and the antrum. This mass was 
hard and painful to pressure and spontaneously, pre- 
venting rest and sleep; the patient was restless, would 
not eat, his temperature rose to 102-103° F. and 
he rapidly deteriorated. Intravenous infusions of 
amino acids in dextrose solution were administered 
daily; a new trial with diamino-diphenyl-sulphone 
failed to cause improvement and it was then decided 
to use roentgen ray treatment on the large tumor, 
beginning with 600 r. every other day. ‘Treatment 
began on March 7, 1952, and continued until a 
total dose of 3000 r. were given. On April 2, the 
patient felt much better, the tumor was gradually 
receding, pain was almost gone and the patient slept 
and was able to eat solid food. By April 14, 1952, 
the mass on the cheek was gone and there remained 
only a slight post-treatment erythema and pigmenta- 
tion on the skin of the face. The abscess of the 
left lacrimal sac continued active and discharge was 
fluid and abundant but there was only slight in- 
flammation accompanied by swelling and pain from 
time to time when drainage was not free. It must 
be remarked that at no time were the lymph nodes 
palpable. 

The patient was seen for the last time on October 
15, 1952. The ulcer of the hard palate was in the 
same condition, the necrotic bone still unchanged but 
apparently inactive. The lesion of the mucosa of the 
gum and cheek, right side, reduced to a_ necrotic 
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area, the size of a lentil; the lacrimal sac still drain- 
ing and slightly inflammed; the lesion of the left 
maxilla and cheek was apparently gone without 
leaving a trace, although roentgen ray examination 
was not done. 

A biopsy made on the edge of the necrotic area 
of the early nose lesion showed necrotic epithelium 
with hydropic epithelial cells and unrecognizable 
cellular debris in the corium. There were many 
thrombotic vessels and areas of polynuclear infil- 
tration. 


A biopsy was made of the partially necrotic tumoral 
lesion on the left gingivo-jugal sulcus. The epithelial 
layers showed edema and spongiosis with vesicle 
formation; the majority of the vesicles were filled 
with transparent albuminous fluid, but others were 
filled with leukocytes, desquamating epithelial cells 
and other cellular debris. Exocytosis was quite marked 
in the interpapillary processes. In the corium there 
were two types of lesions, one zone was made up of 
necrotic tissue with cellular remains and _ nuclear 
dust, as well as many cells undergoing necrosis without 
clear cytologic characteristics. In this zone all blood 
vessels were thrombotic and the vessel walls showed 
fibrinoid degeneration. The other zone was non- 
necrotic and it showed a dense and diffuse cellular 
infiltrate. Among these cells there were many different 
types: spherical, fusiform, giant multinucleated cells, 
with structural neoplastic architecture. Their nuclei 
were very large in relation to the size of the cells, 
they showed vesicular vacuoles, others had compact 
chromatin accumulations and still others were poly- 
lobulated. In all these cells the nucleoli were prom- 
inent, spherical or in the shape of a club. There 
were numerous mitotic cells. Others showed multi 
or polylobular nuclei resembling the Reed-Sternberg 
cells. Mixed with these cells there were lymphocytes, 
neutrophilic polynuclears and a few plasmocytes. In 
both zones the vessels showed fibrinoid degeneration 
of the vessel walls and most vessels were thrombosed. 
The widespread necrosis was easily understood after 
observing the arterial thromboses. The cellular in- 
filtrate as a whole resembled that of granuloma 
fungoides, sarcomatous Hodgkin’s disease or a sar- 
coma of polymorphous cells; in some places the ar- 
terial lesions duplicated those typical of periarteritis 
nodosa, but the rest of the histopathologic lesions were 
not compatible with this diagnosis. 


SUMMARY 


The purpose of this paper is to bring to 
the attention of dermatologists a condition 
that has been known to otorhinolaryngologists 
for a long time, that affects the skin and 
mucous membranes and bones of the face, that 
often shows the most pronounced initial 
symptoms on the skin and that dermatologists 
should be able to recognize and diagnose cor- 
rectly. A number of reports in the dermato- 
logic literature are analyzed as well as re- 
ports from otorhinolaryngological sources. 


Differential diagnosis is considered with a 
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number of similar syndromes caused by other 
diseases. 

The condition begins in the form of ne- 
crotic ulcers in the skin and mucous mem- 
branes of the nose, in the mouth as similar 
ulcers or granulomatous tumor-like growths; 
the lesions spread to the skeleton of the face 
causing destructive osteomyelitis and ending 
in the destruction of the entire center of the 
face and in death. The final stage is one of 
frightful necrotic destruction of the mouth, 
nose, eyes and upper jaws with a resulting 
cavity in which the tongue and esophagus 
remain usually unaffected. The disease runs 
its course in a few months to a few years. A 
few cases have been reported in which the 
process has been arrested by means of radium 
or roentgen ray therapy. 

The cause remains unknown. According to 
some authors the condition is caused by an 
Arthus-like phenomenon, due to tissues hyper- 
allergic to common germs such as strepto- 
cocci and staphylococci. To others including 
ourselves, the condition is a granulomatous 
inflammation similar to granuloma fungoides 
and to certain lymphoblastomas. Still others 
see a certain relation between this condition 
and the collagenous diseases, especially peri- 
arteritis nodosa. 


A case of this condition is reported in a 
white man aged 42 with ulcerating necrotic 
lesions of the nose and mucous membrane of 
the mouth and granulomatous growth of the 
left cheek and gum and the maxillary bone of 
the same side. The condition was arrested by 
roentgen ray treatment but there were still 
active lesions at the time the patient was seen 
last, one month ago. 


Bacteriologic studies failed to show any spe- 
cial organism. Treatment with all the anti- 
biotics failed, as well as with sulfonamides 
and diamino-diphenyl-sulphone. An autogen- 
ous vaccine administered for a long time 
seemed to have beneficial action but this is 
difficult to evaluate. 

We wish to thank Dr. José C. Gros of the Oto- 
rhino-laryngological Service of the University Hospital 
for his helpful suggestions and for providing biblio- 
graphic data. 
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THORIUM-X IN DERMATOLOGY* 


By JOHN VAN DE ERvE, JR., M.D. 
Charleston, South Carolina 


Thorium-X as a radioactive isotope has a 
definite place in the therapeutic armamen- 
tarium of the dermatologist. However, in 
spite of repeated asseverations of complete 
safety, it is necessary to use it subject to the 
same restrictions, knowledge and training re- 
quired for the use of x-ray and radium. In 
some instances it can serve where no other 
medium is quite satisfactory. Moderate re- 
actions and permanent damage are possible 
in the use of any radioactive material and 
thorium-X is no exception. Even long con- 
tinued ultraviolet light in the form of nat- 
ural sunlight can in the course of a long out- 
door lifetime lead to the weatherbeaten kera- 


*Read in Section on Dermatology and Svyphilology, Southern 
Medical Association, Forty-Sixth Annual Meeting, Miami, Flor- 
ida, November 10-13, 1952. 
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totic skin of farmers and sailors with a tend- 
ency to malignant degeneration. 


The advantages of thorium-X are its rela- 
tive inexpensiveness, the fact that its radia- 
tion is 91.4 per cent alpha rays, and 99 per 
cent of energy absorbed is due to alpha rays. 
It is theretore absorbed in the outer layers of 
the skin and in the epidermis closely adjoin- 
ing the hair follicles. It is easy to apply by 
simply painting it on the lesions or rubbing 
in the ointment; and it is relatively safe be- 
cause of these attributes. The conventional 
x-ray machine can be throttled down to low 
kilovoltages and a soft ray obtained but only 
at the expense of an outrageous increase in 
the time required to obtain the dosage de- 
sired, since the output is reduced. The new 
beryllium window tubes obviate most of these 
disadvantages but still carry a fair proportion 
of harder electron emanations. Grenz ray ma- 
chines require a rather large outlay primarily 
for equipment and provide a relatively large 
percentage of harder rays. All of the x-ray 
outputs still contain a fairly large component 
ol beta rays and gamma rays. Radium can be 
used in unfiltered plaques but here again 
one must take the beta and gamma rays with 
the alphas. With thorium-X one can almost 
have the cake and eat it too, if one desires 
only an easily applied soft superficial alpha 
radiation. 

The same advantages may also be disad- 
vantages. Already the dreaded question has 
been asked by several patients, “Doctor, why 
can I not buy the stuff myself and put it 
on at home?” A similar danger may also 
lie in the indiscriminate use of the material 
by physicians who have not troubled them- 
selves sufficiently to learn how to use radio- 
active materials properly. Undoubtedly, the 
material will be employed in many cases on 
highly irritated skins where its use will only 
add fuel to the fire and aggravate the derma- 
titis. It will undoubtedly also be used in 
many cases where alpha rays are useless and 
heavier irradiation is imperative, as in the 
case of carcinoma of the skin. In climates 


where there is a great deal of sunlight and 
exposure to it, the use of this material may 
lead to sufficient photosensitization and pig- 
mentation to damage the skin. An instance 
of this is illustrated by the application of a 
small test dose of thorium-X in alcohol on 
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the author's forearm in April and the fading 
away of the pigmentation in several weeks, 
only to be followed by definite hyperpigmen- 
tation of the same area exposed to the inten- 
sive light of the June sun, several months 
later. 


PHYSICAL CHARACTERISTICS OF THORIUM-X 


Thorium-X is a natural radioactive isotope 
of radium emitting alpha rays and has a half 
life of 3.65 days. The alpha particle is a 
swiftly moving, doubly charged particle of 
helium with intense ionizing powers. Alpha 
particles penetrate tissue to a depth of 70 
microns and may be stopped almost com- 
pletely by a thin sheet of cardboard but 
studies by Lomholt' showed diffusion into 
tissues of 70 microns depth, and recent work 
by Witten et alii? has shown activity in sweat 
glands as deep as 1.8 mm. below the surface. 
This penetration is largely down the follicles 
and sweat ducts and is not diffused through 
the tissue. Practically all of the activity is 
concentrated in the first 80 microns or 0.08 
mm. depth and scattered radiation deeper 
has little biological effect. Even scales on the 
skin are sufficient to protect underlying skin 
from much of the radiation effect. Faint erv- 
thema appears in twenty-four hours and may 
result from as small a concentration as 40 
microcuries (250 esu). This is often followed 
by pigmentation which slowly disappears in 
several weeks’ time but may be reactivated 
later by intense ultraviolet irradiation. 

The material used in this study was made 
up into alcohol solution containing 150 micro- 
curies per cc. and was diluted with one to 
three parts of isopropyl alcohol for working 
solutions when used widely over the body, as 
in extensive psoriasis. Where practical, the 
applications of several coats of the material 
were allowed to dry and then covered with 
flexible collodion for twenty-four hours or 
longer. The ointment was used in strength 
of 75 microcuries per gram and was applied 
for twenty-four hour periods. The ointment 
was also used on mucous membranes and 
other sensitive inflamed areas but for a much 
shorter length of time. At the end of the 
prescribed periods, the patient was instructed 
to remove the application. Under no circum- 
stances were the patients allowed to make 
their own applications. 
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DISCUSSION OF CASES 


Some two hundred and fifty patients were 
treated during the five-year period, most of 
them in the past two years. Twenty-five of 
these cases were discarded because of incom- 
pleteness. 

In many cases the thorium-X was used 
more or less as an adjunct in the same way 
that x-ray is usually used in dermatology, 
other local therapy and removal of etiologi- 
cal causes proceeding in the accepted manner. 

Alopecia Areata.—One case is reported but 
several were treated. No apparent results 
were obtained. Witten’s work points to ab- 
sorption in the hair follicles so further studies 
might be worth while and more extended 
trials may be made. 

Angiomas.—Cavernous hemangiomas were 
not treated. All of the angiomas in this series 
were of the hypertrophic strawberry type. 
Surface redness responded well and rapidly to 
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the thorium-X applications but depth treat- 
ment was better accomplished by radium and 
x-ray. It was found that the alpha irradia- 
tion made an excellent method for “trim- 
ming” the islands and edges left over after 
deeper therapy. It yielded much superior 
results to carbon dioxide snow and produced 
less scarring. 

Cheilitis—This is a good superficial meth- 
od of therapy for the very thin keratosis and 
for herpes and superficial inflammatory 
changes and leukoplakia. Here the way is 
narrow and dangerous. One must know the 
depth of the lesion and avoid trying to treat 
any lesion of demonstrable thickness. Also 
one must not brutally beat down a mucous 
membrane in a young man leading an out- 
door life with much actinic exposure in his 
future. 

Fungous Infections—In general, fungous 
infections of the feet, hands, glabrous skin of 


DIAGNOSIS Dose 


Results Adverse Reactions 


Mod. 


Duration 


Hours Poor 


All cases 
Alopecia areata 
Angioma hypertrophic 


Atopic dermatitis 
thighs/hands 


Cheilitis 

Contact dermatitis 
(hands) 

Fungous infection 
feet and hands 

Fungous infection 
nails 

Fungous intection 
(paronychial) 

Eczema, nummular 


Erosio interdigitalis 
blastomycetica 


Folliculitis 

Granuloma pyogenicum 

Herpes progenitalis 

Herpes simplex 

Keratosis senilis 

Larva migrans 

Leukoderma centr. 
acquisitum 

Lichen planus 

Lichen simplex chronicus 
ankle, thigh 

Lichen simplex nuchal 

Lymphangioma 
circumscriptum 

Pruritus ani 

Psoriasis 

Seborrheic dermatitis 


Vesicular dermatitis 
hands 


Vitiligo 
Verruca acuminatum 
Miscellaneous 


eo 


75 mc. 
75 me. 
150 me. 


75 me. 
40 mc. 


75 me. 
150 me. 
150 me. 


150 mc. 
75 mc. 


75 mc. 
75 mc. 
75 me. 
75 mc. 
75 mc. 
150 me. 
150 mc. 


150 me. 
75 me. 


75 me. 
75 mc. 


150 me. 
75 mc. 
75 mc. 
75 mc. 


75 me. 
75 mc. 
75 mc. 
75 me. 


24 49 $9 Various 
24 1 None 
24 Excessive tanning 2 cases 


24 None 
6 


24 1 more inflammation 
24 
48 1 hyperkeratosis toe 


24 1 associated fungus of nails 
24 1 irritated 

24 

24 

24 

24 Acute balanitis 


24 8 Some irritation 3 cases 
24 2 No help 


24 Peripheral pigmentation 


24 


Excellent 


1 inflammation 
1 aggravated 


No help 


TABLE 
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225 3- 6 3 
1 5 
8 
6 2-3 4 
16 8-4 
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1 
3 
1 
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2 
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16 8 8 
9 4- 24 8 1 < 
3 48 1 
24 4-14 24 18 5 1 : 
6 2 24 3 2 1 
‘ 2 24 1 
6 6-10 24 6 7 2 
4 3 24 3 1 
9 4 24 1 5 3 
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the body and paronychia, other than moni- 
lial, responded to thorium-X in the same 
manner as they do to moderate x-ray therapy. 
There is definite but limited improvement 
and other methods of therapy are of more 
importance than the radioactive one. A rel- 
atively large number of fungous infections oi 
the nails were treated. In addition to the 
thorium-X, mechanical removal of the nails 
by grinding in the office and glass slide 
scrapings at home, plus fungicides were used 
in most cases. It was not felt that the radia- 
tion added much to the value of the treat- 
ment except in those cases where the infec- 
tion was probably in the uppermost layers 
of the nail tissue.? However, thorough grind- 
ing and removal of the diseased nail tissue was 
routinely practiced and it is probable that the 
radiation had a reasonable chance to operate 
on the fungous growth because of this pre- 
liminary debridement. In one instance of 
fungous infection of the big toenail in an 
obese patient, the continued use of tho- 
rium-X as well as fungicides, led to a rather 
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marked and persistent hyperkatosis of the gla- 
brous skin of the tip and sides of the toe. 

Herpes Simplex.—Six cases were treated 
and it was felt that the treatment offered 
more advantages than x-ray in that the effect 
was superficial and no deep later deleterious 
eltect was evident. However, in two cases of 
herpes progenitalis, the 40 microcurie oint- 
ment was applied to the head and corona and 
quite acute balanitis of several weeks dura- 
tion and much discomfort resulted. Later the 
treatment was modified by tying back the 
prepuce and by removing the material after 
an exposure of four to six hours instead of 
leaving the ointment in’ place for twenty- 
four hours. 

Keratosis Senilis—An average of three ap- 
plications at two-week intervals of 150 micro- 
curies resulted in the disappearance of most 
of the keratoses without further trouble. In 
some cases, where the skin was thin and many 
erythematous scaly areas were present, the re- 
sultant pigmentation was somewhat objec- 


Fic. 1 


Psoriasis of legs, before treatment. 


Fic. 2 


Psoriasis of legs cleared after three treatments with thorium-X 
75 me. in alcohol applied at fourteen-day intervals. 
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tionable. Also where the patient leads an 
active outdoor life in the sun, the pigmenta- 
tion may be quite persistent and troublesome. 
Thus one must consider whether it is safe 
to add yet more fuel on top of nature's 
already heavy ultraviolet burden, especially 
in susceptible skins. Exclusive of the initial 
stinging and burning, the use of trichloracetic 
acid or other caustics will do the same work 
and just as well if they are used with care to 
avoid overcauterization. Or infiltration and 
very light searing with the actual cautery 
would produce quicker results. With the 
radiation, while the period of treatment is 
longer, there is no discomfort at any time 
and scarring is almost impossible to achieve. 

Leukoderma Centrifugum Acquisitum.— 
Two interesting cases, a young mother of 25 
and her son 7 years old, had almost identical 
lesions, one on the cheek and the other on 
the back. In spite of many applications, only 
accentuation of the pigmentation in the ad- 
jacent normal skin was accomplished. 

Lichen Planus.—There was moderate im- 
provement, such as one would expect from 
the usual applications of x-ray. 

Lichen Simplex Chronicus.—Most of these 
cases were localized and all were of long 
standing with the therapeutic armamenta- 
rium previously otherwise exhausted. All of 
them benefited but not more so than would 
have been the case with x-ray. In some cases, 
the tolerance for x-ray had been used up, and 
the thorium-X was used to continue the help 


Fic. 3 


Verrucae acuminatum penis 


six-months-old baby. 
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of radiation. No cure was expected, even 
with the use of antipruritics or protectives. 


Lichen Simplex Nuchae.—This was consid- 
ered a good indication for thorium-X instead 
of x-ray in order to avoid any possibility of 
permanently damaging the hair roots in the 
upper part of the neck just under the occiput. 
All except one patient were helped; in this 
instance, the dermatitis was too acute to 
withstand any radiation. 


Lymphangioma Circumscriptum.—One case 
surprisingly melted away under three treat- 
ments with 150 microcuries painted on and 
left for 48 hours time each two weeks for the 
six weeks period. 

Pruritus Ani et Vulvae et Scroti.—A fairly 
large number of these cases had previously 
had the limit of their x-ray tolerance and 
thorium-X ointment was used to continue 
therapy in the resistant stubborn cases. Here 
the effect was that of similar x-ray therapy, 
not any better but certainly just as good. 
Where the scrotum was involved in younger 
men, the ointment provided a good super- 
ficial radiation without the dangers of deeper 
penetration. However, where other etiologic 
causes could not be brought under control 
with other measures or by elimination, the 


Fic. 4 


Verrucae acuminatum penis six-months-old baby. Cleared 
after three treatments of 150 mc. thorium-X in propyl alco- 
hol for five hours two weeks apart. 
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condition continued to be troublesome and 
surgical section of nerves was sometimes 
necessary. 

Psoriasis.—The results in almost every case 
were excellent. In one young woman, an 
ardent sunbather, the pigmentation proved 
rather troublesome and she discontinued 
treatment. The dangers of x-ray over large 
areas can be avoided in these cases and time 
obtained to attack the disease by diet, lipo- 
philic substances, and so on. The treatment 
provided a valuable and worthwhile adjunct 
to other methods of therapy. 

Vitiligo—tlt was hoped that the strong 
stimulation of thorium-X on the melanoblasts 
would be sufficient even in the depigmented 
areas to produce some activity. In spite of re- 
peated treatments up to a total of fourteen, 
only peripheral pigmentation could be det- 
initely detected. A few islands of pigmenta- 
tion did appear in several cases but this was 
not more than had been noted in similar in- 
stances under other methods of therapy or in 
cases with no treatment at all. 


Verrucae Acuminatum.—This was consid- 
ered a good indication and the results in all 
cases verified this fact. The mucous mem- 
brane verrucae turned white in twenty-four 
hours and two treatments in 24 hours, re- 
peated in two wecks, were sufficient to clear 
up the condition. This avoids the pain of 
the podophyllin treatment and the surround- 
ing inflammatory changes but is a little 
slower. A case of verrucae completely ringing 
the prepuce in a six-month-old baby boy pre- 
sented a problem which was solved easily by 
using thorium-X painted on in full strength 
of 150 microeuries and washed off in four 
and later six hours’ time. No pain, only mod- 
erate reddening of the area and complete 
disappearance in two treatments two weeks 
apart were the result. I know of no other 
way in such a case superior to this method. 
It was safe, avoided acute balanitis of chemi- 
cal origin, and avoided scarring. 

Miscellaneous Cases. — Various dermatoses 
were treated, avoiding acute vesicular lesions. 
The general effect is that of mild x-ray ther- 
apy, no more and no less. Similar results m 
these cases could probably be achieved just as 
well by using very low voltage and a beryl- 
lium window tube x-ray exposure. 
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SUMMARY 


Thorium-X, while subject to restrictions 
which apply to any radioactive substance, is 
a valuable adjunct in certain types of derma- 
toses. Its use should preferably be limited to 
physicians already expertly trained in the use 
of x-ray and radioactive materials, and it 
should not be used indiscriminately. 

It is particularly valuable in the very su- 
perficial conditions where irradiation is in- 
dicated, either as a primary method or as an 
adjunct to other therapy. In psoriasis, kera- 
tosis senilis, lichen simplex nuchae, in the 
trimming and completion of therapy in he- 
mangiomas, and in certain types of verrucae, 
especially the acuminate variety on tender 
mucous membrane surfaces, it is of definite 
value and at times may serve when other 
methods cannot. There are certain stages of 
pruritus ani et vulvae, of lichen simplex 
chronicus, and other conditions where deeper 
x-ray is not indicated, where the limit of x-ray 
safe therapy has been reached, where it may 
be used to bridge a gap or tide over a Crisis. 


Attention is called to adverse reactions of 
acute inflammation, or persistent pigmenta- 
tion, and of hyperkeratosis following pro- 
longed exposure to sufficient dosage of radio- 
active substance. 
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DISCUSSION (Abstract) 


Dr. J. W. Calvert, Bluefield, W. Va—This interest- 
ing paper is fairly representative of the reviving 
interest .in a product which is not new. I wish to 
emphasize a few points on thorium-X in several con- 
ditions. 

(1) Neurodermatitis— (a) If the involved area is the 
eyelids, it responds especially well to thorium-X. I use 
the alcoholic solution, applying it without a covering 
and allowing it to dry thoroughly before the eyes are 
opened. It is applied at weekly intervals, using 1000 
esu/cc. or 150 mc. It required an average of eight 
treatments in my cases. After the condition seems 
under control, I increase the intervals between treat- 
ments. 


(b) Severe reactions sometimes occur in the type of 
neurodermatitis one sees of the heavy lichenified 
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plaques in the anterior tibial areas. I had two such 
cases, one of which misrepresented the fact that he 
had previously received sixteen x-ray treatments of 
the standard superficial type; the other one I was un- 
able to explain, and it was similar in nature. I have 
adopted certain precautions since then, with the results 
as successful as previously and have had no other such 
reactions. The precautions are: (1) only one applica- 
tion of the thorium-X is made, instead of repeating it 
five times as is ordinarily done, and 1000 esu are 
used. (2) A careful history is taken and those cases 
which have had previous radiation are eliminated. 
(3) Collodion and elastoplast alone without thorium-X 
are substituted at the first sign of any irritation. The 
cases that show any irritation are not treated again 
with thorium-X. 

(2) Psoriasis—I have found the use of advantage 
here in two places: (a) Psoriasis of the scalp. It works 
here as well as anything I have had experience with. 
It seems that there is no resulting baldness. I have 
not given over eleven treatments of 1000 esu at weekly 
intervals. 


(b) To bring a spreading case under control so that 
some other form of therapy can be initiated. 


(3) Senile Keratoses—Three treatments at weekly 
intervals using 2000 esu I have found very successful. 

(4) Basal Cell Epithelioma—tI use the technic, as 
described by Scher and Kline, of eight weekly treat- 
ments of 2000 esu, applying it with a curetting motion. 
I have been successful with it. I would suggest that 
this type of therapy be used in cases with an extremely 
poor prognosis. 

(5) Alopecia Areata——My results have been better 
than those of Dr. van de Erve, but that may be due 
more to my luck than anything else. I saw two cases 
of alopecia totalis, one of which showed no response, 
and one had considerable hair regrowth after being 
bald for many years. One practical difficulty in the 
use of thorium-X is that if there is a delay in the 
delivery and one receives it a day late, the results are 
altered, especially in treatment of an epithelioma. 


Dr. Hermann K. Pinkus, Monroe, Mich.—While 
thorium-X has been used in England and European 
countries for about 40 years, the commercial supply 
has become available in the United States only recently, 
and this happens to be at the moment when great 
caution in the use of any radioactive material is im- 
pressed on us by the development of atomic science. 
However, thorium-X in therapeutic doses is certainly 
a very attenuated sister of the atomic bomb, and I 
believe that its proper use as a mild substitute for 
x-ray therapy in inflammatory dermatoses should re- 
duce radiation damage to the skin rather than increase 
that danger. 

It took ten to twenty years to teach the medical 
profession the inherent dangers of x-ray treatment. 
Forty years of experience with thorium-X in European 
countries should certainly have brought out its dele- 
terious effects, if they were frequent. However, no 
publications upon them have come to my attention. 

Sull, when I use thorium-X, I prefer to apply it 
in smaller concentrations than are usually recom- 
mended, and I was happy to hear that Dr. van de 
Erve spoke of diluting the 150 microcuries concentra- 
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tion for certain purposes. In comparative studies which 
Dr. Owen Hendren and I recently did at the City of 
Detroit Receiving Hospital, concentrations as low as 
20 to 75 microcuries per cc. were often found almost 
as effective and had fewer side effects, such as erythema 
and pigmentation. 


In my own experience I divide the usefulness of 
thorium-X into three categories: first, there are those 
cases in which it is indispensable, and there have al- 
ways been a few patients in my practice who were 
helped by thorium-X only, after all other measures 
had been exhausted. 


Second are those cases in which it is the treatment 
of choice, and I name here mainly psoriasis with scat- 
tered patches, suboccipital dermatitis, which Dr. van 
de Erve mentioned too, and in which in my experience 
thorium-X works better than anything else. It clears 
up cases that have been very troublesome, and also 
any other lichenified dermatoses in hairy regions. 


Third, there are many cases where thorium-X is 
helpful if it is used cautiously as a substitute for 
other forms of therapy, and I should say that it has 
the general indications of superficial x-ray therapy 
over which it has the advantage of safety; and also of 
tar ointments, over which it has the advantages of 
convenience, cleanliness, and less chance of irritation. 


Dr. Gerald M. Frumess, Denver, Colo—In our office, 
my associates and I have treated approximately 700 
patients with almost 4000 applications of thorium-X. 
We have used exclusively isopropyl alcohol containing 
150 mc. of thorium-X per cc. 

Almost from the start, two facts impressed me: first, 
the very wide variation in reactivity of different skins 
to approximately similar doses of alpha radiation. I 
use the expression “approximately similar doses” ad- 
visedly. At best, dosage is more or less guesswork. The 
technic of application should, therefore, be as uniform 
as possible with respect to previous cleansing of scale 
and sebum from the skin, quantity of solution used 
per unit avea, and vigor of application. 

Second is the importance of avoiding an erythema 
in treating inflammatory dermatoses. Early in my 
experience with thorium-X, produced perianal 
burns which persisted many weeks by failing to es- 
tablish the patients’ reaction to alpha radiation. I 
have now devised a crude but practical method of 
determining this tolerance. I mark off four quarter 
sized circles on the flexural surface of a forearm, 
cleanse the skin with soap and water and acetone, 
and put on test doses of one, two and three layers 
of thorium-X respectively on the first three circles, 
and three layers sealed with collodion on the fourth. 
The sites are read a week later, and the largest dose 
short of an erythema is selected for subsequent treat- 
ment of the inflammatory dermatoses. In many in- 
dividuals, three applications of thorium-X covered 
with collodion fail to produce a reaction. In others, 
two or even one layer is followed by erythema and 
subsequent pigmentation, in which case diluted so- 
lution is used. 

Our experience has agreed with that of Dr. van de 
Erve in treating the inflammatory dermatoses; that is, 
it is no better and no worse than x-radiation. I feel 
that alpha radiation is useless in treating well estab- 
lished alopecia areata and onychomycosis, reports in 
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the literature to the contrary notwithstanding. It 
achieves only partial but still often gratifying results 
in port wine stains. In a limited number of unusual, 
but very troublesome diseases, we found it vastly 
superior to beta and gamma radiation. Five cases of 
hypertrophic lichen planus cleared completely; two 
of localized amyloidosis showed subjective and objec- 
tive improvement; and a case of extensive lymph- 
angioma circumscriptum melted away. 

In these and other non-inflammatory or hypertrophic 
conditions, erythema doses are desirable. In patients 
with keratosis senilis and old solar cheilitis too exten- 
sive to treat by the usual modalities, alpha radiation 
has become our first choice. I have had no experience 
with its use in epithelioma, finding conventional 
methods of therapy highly satisfactory. 

Alpha radiation is the most effective measure I 
have ever used in the control of intractable pruritus 
ani, with a higher proportion of good results persist- 
ing for longer periods of time than with any other 
form of therapy. I have seen no permanent radiation 
sequelae even in patients who had previously received 
their full quota of x-ray therapy and whom I subse- 
quently inadvertently burned with overdoses of tho- 
rium-X. I have seen marked improvement in leuko- 
plakia vulvae even where involvement was so extensive 
that vulvectomy had been advised before alpha radi- 
ation was employed. 

These are dermatologic conditions for which I feel 
thorium-X is superior to x-ray or radium therapy. 

I believe that to condemn the use of alpha radiation 
without a thorough trial using a uniform technic is 
unfair to the agent, unfair to those whose claims re- 
sult from wide experience with it, and denies one- 
self and one’s students a very useful therapeutic tool. 


CUTANEOUS PAPILLOMATOSIS, 
PSEUDO-ACANTHOSIS NIGRICANS, 
AND BENIGN ACANTHOSIS 
NIGRICANS* 


By Morris WAIsMAN, M.D. 
Tampa, Florida 


The purpose of this paper is to examine 
the clinical similarities and differences in cer- 
tain dermatoses characterized in common by 
verrucous and hyperpigmented papules and 
plaques of varying extent. The dermatologic 
picture is manifested by a symmetric erup- 
tion of darkened, flat, warty papules which 
in the axillae, groin, neck, and elsewhere 
lead typically to a closely set hypertrophic 
mosaic of papules and exaggerated markings 
of the skin. In the literature three diseases 
are described exhibiting the features out- 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Forty-Sixth Annual Meeting, Miami, 
Florida, November 10-13, 1952. 
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lined: papillomatose confluente et réticulée, 
pseudo-acanthosis nigricans, and acanthosis 
nigricans. 

In 1927 and subsequently, Gougerot and 
Carteaud! assembled cases of a rare and 
unique dermatosis which they designated 
papillomatose confluente et réticulée. The 
eruption, starting in adolescents and young 
adults in the intermammary area, was com- 
prised of tiny, grayish uninfiltrated papules 
which tended slowly and progressively to run 
together, forming a rhomboidal plaque in the 
long axis of the trunk anteriorly. Laterally, 
following the submammary folds, the plaque 
extended toward the axillae. By confluence of 
the initial lesions a nearly solid, central sheet 
was produced, surrounded by a broad peri- 
pheral reticulum, the characteristic configura- 
tion. Posteriorly the lesions appeared along 
the vertebral furrow with lateral extensions in 
the interscapular, sacral, and intergluteal re- 
gions. The primary papule resembled at first 
a flat verruca; the merged lesions from a dis- 
tance resembled the eruption of tinea versi- 
color. In each axilla was produced a hyper- 
trophic papillary plaque showing increased 
prominence of the parallel crests and folds, 
grayish discoloration, and soft, pliant tex- 
ture. Over the neck the markings of the skin 
were similarly altered. There were no mu- 
cosal lesions, nor were there important sub- 
jective sensations. 


Pathologically, Gougerot and Carteaud de- 
scribed hyperkeratosis, diminution of the 
granular layer, slight atrophy of the rete mal- 
pighii, lack of normal palisading of basal 
cells and disappearance of intercellular 
bridges among the prickle cells, papilloma- 
tosis, absence of sweat glands, and fragmen- 
tation of elastic fibers in the cutis. Clinically 
they differentiated the eruption from acan- 
thosis nigricans by the primary, slightly ele- 
vated flat papule, the moderate or inconstant 
pigmentation (as compared with the dark 
hue of lesions in acanthosis nigricans), the 
relatively insignificant degree of rugosity 
amounting in the axillae only to an exaggera- 
tion of normal folds, the confluent and reticu- 
lated disposition of lesions, which is foreign 
to acanthosis nigricans, and the freedom from 
attendant cancer. 


Under the title “pseudo-acanthosis ni- 


gricans” Curth? described a dermatosis simu- 
lating acanthosis nigricans among obese per- 
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sons with brunette complexion. Involving 
by predilection the axillae, neck, genito- 
crural areas, and intermammary and_sub- 
mammary folds, the disease appeared as dark- 
ened verrucous and roughened patches or as 
warty papules representing an enhancement 
of normal skin markings, whereas on the 
trunk it presented a marbled or reticulated 
pattern. Perspiration, maceration, friction 
and pressure were identified as factors capa- 
ble of eliciting the appearance of lesions, and 
a familial incidence of the disorder was en- 
countered. 


The disease depicted by Curth exhibits 
some aspects of mild acanthosis nigricans 
clinically, and microscopically also the com- 
bination of hyperkeratosis, acanthosis, pig- 
mentation and papillomatosis mimics the 
structure of acanthosis nigricans. There is 
no doubt that in the literature numerous 
cases of pseudo-acanthosis nigricans have 
been erroneously reported as benign acan- 
thosis nigricans. In pseudo-acanthosis nigri- 
cans the lesions are usually not so extensive as 
in acanthosis nigricans, where the tendency 
to generalization may give rise to involve- 
ment of scalp, palms, soles and mucous mem- 
branes. Moreover, pseudo-acanthosis nigri- 
cans is a reversible phenomenon in that le- 
sions have been observed to disappear after 
weight reduction and after the elimination 
of exciting irritants such as sweating and 
pressure. 

Comparison of the foregoing clinical de- 
scriptions of papillomatose confluente et 
réticulée drawn from the papers of Gougerot 
and Carteaud and of pseudo-acanthosis_ni- 
gricans paraphrased from the presentations 
of Curth, reveals so many features in common 
as to engender a deep suspicion that the 
authors are dealing with identical diseases. 
The clinical photographs illustrating their 
papers could easily be interchanged, so close 
is the resemblance. The supposition that 
the cases may be of the same disease is fur- 
ther strengthened by the similarity of histo- 
pathologic findings. It is true that Curth 
observed the constant relationship of pseudo- 
acanthosis nigricans to obesity, whereas 
Gougerot and Carteaud did not specifically 
name this accompaniment, but inspection of 
their communications on papillomatose con- 
fluente et réticulée discloses that where body 
weight and build are mentioned or pictured, 
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the patients were stocky or obese. From these 
data, I am compelled to conclude that papillo- 
matose confluente et réticulée and pseudo- 
acanthosis nigricans are one and the same 
disease. 

The entity “benign” acanthosis nigricans 
has long been known. Although acanthosis 
nigricans manifests itself classically in asso- 
ciation with an invariably fatal visceral malig- 
nant neoplasm, the same eruption may appear 
in persons in whom no malignant growth is 
evident. This, the benign form of acanthosis 
nigricans, begins at birth or during child- 
hood. The “malignant” form of acanthosis 
nigricans may exceptionally occur in chil- 
dren, but far oftener the first signs of the 
eruption appear in adults. I am here con- 
cerned only with the benign (childhood, or 
juvenile) form of acanthosis nigricans which, 
because of its morphologic characteristics, its 
origin early in life, and its persistence must 
logically and properly be regarded as a nevoid 
disturbance of the skin. 

Curth,? who has studied the disease ex- 
haustively, has classed benign acanthosis ni- 
gricans as a genodermatosis, a disease with 
genetically transmitted features. The der- 
matosis may be visible at birth or it may 
evolve at any time during childhood or pu- 
berty, often becoming accentuated during 
adolescence and sometimes improving after 
adolescence. Familial examples of the dis- 
ease have been recorded. What diverse 
agents stimulate the skin to react in this 
remarkable fashion, both in otherwise nor- 
mal young persons and in victims of internal 
cancer, are undetermined. Curth has pro- 
posed the hypothesis that acanthosis nigri- 
cans is a specific benign disease always, a 
hereditary dermatosis capable of being elic- 
ited either by factors associated with cancer 
or by steroid hormonal changes of puberty. 
It is tempting to surmise that in both in- 
stances these factors are close chemical rela- 
tives. In the case of acanthosis nigricans 
which appears at birth or shortly afterward, 
unknown influences are involved, just as with 
other forms of congenital epidermal anom- 
alies. While there is no way of separating 
dermatologically the benign from the malig- 
nant types of acanthosis nigricans, Curth has 
itemized differences with regard to age at 
onset, modes of activation, clinical course, 
and genetic mechanisms.* 
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Pseudo-acanthosis nigricans. Configuration of eruption on trunk. 


Two cases are herewith reported, to ex- 
emplify each of the conditions just described 
and to emphasize distinguishing features in 
order that their differential diagnosis may 
be facilitated. 


REPORT OF CASES 


Case 1.—Pseudo-acanthosis nigricans. A white sol- 
dier, aged 23 years, a cook, was seen in 1945 through 
the courtesy of Dr. Kenneth Weiler, of St. Peters- 
burg, Florida. Four years previously an eruption of 
scaling brownish papules had appeared over the 
presternal area and had gradually spread over the 
anterior portion of his chest. Two years later a new 
focus of lesions appeared on his buttocks, advancing 
upward over the back, and another group started over 
the nuchal area, spreading downward and laterally. 
He complained of pruritus during hot weather. 

There was no familial history of a similar skin 
disease. His health was otherwise satisfactory. 

The patient was of brunette complexion and stocky 
physique, measuring 66 inches in height and weighing 
230 pounds. The eruption (Fig. 1) covered most of 
the chest anteriorly and almost all of the back, as 
well as the axillae, neck, inguinal areas, and inner 
aspects of the thighs. The initial lesions were flat- 
tened, dry, brownish papules with thin adherent 
scales. Coalescing into extensive superficial plaques, 
they lost their outlines and identity. A sepia colored 
mosaic was thereby produced, the furrows corre- 
sponding with the natural markings of the skin. 
Circinate islands of normal skin were scattered within 
a virtual sheet of conjoined lesions centrally, while 
arcuate, arborizing, and interlaced strands provided 
a reticulated aspect peripherally. In the axillae and 
over the vertebral furrow of the back the papules 
stood out prominently in a hypertrophic mass of 
polygonal, flattened warty figures. On the neck the 
papules were thickened and isolated. The mucous 
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membrane of the mouth was un- 
affected, as were also the nails. 
An additional and unrelated 
finding was the presence of mul- 
tiple painless subcutaneous lipo- 
mas on the trunk and extremi- 
ties. 

A specimen of skin was re- 
moved for biopsy from the right 
axilla. Microscopic examination 
(Fig. 2) disclosed an irregularly 
acanthotic and wavy epidermis, 
with atrophy at the tips of many 
of the projecting rete folds. The 
hyperkeratotic stratum corneum 
dipped between the folds, plug- 
ging the epithelial crypts. The 
stratum granulosum was _ thin- 
ned. Densely in the basal cell 
layer and diffusely distributed 
throughout the rete malpighii, 
melanin pigment was prominent. 
The elongated dermal papillae 
carried dilated capillaries. There 
was no inflammatory reaction. The connective tissue 
of the cutis appeared to be normal, but cutaneous 
appendages were absent. 


Treatment consisted of administration of 200,000 
units of vitamin A daily by mouth. In one month 
the lesions appeared less prominent, the scale thinner, 
and the pruritus greatly diminished. The patient 
was thereafter lost from observation by transfer to 
another station. 


Case 2.—Benign acanthosis nigricans. A white girl, 
aged 9 years, seen in 1949, presented an extensive 
eruption since birth, comprised of pigmented papular 
and verrucous plaques in the axillae, on the neck, 
scalp, chest, inguinal areas, and extremities. The 
parents were not consanguineous nor was there a 
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Pseudo-acanthosis nigricans. Section from axilla. Note 
hyperkeratosis, irregular acanthosis, epidermal atrophy at 
tips of acuminate rete folds, papillomatosis and absence of 
cutaneous appendages. (Hematoxylin and eosin x75.) 
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familial history of cutaneous dis- 
ease. The patient was an only 
child. Treatment in the past 
with huge doses of vitamin A for 
what was regarded as ichthyosis 
had been ineffectual. 

The patient was well de- 
veloped physically and_precoc- 
ious mentally. Measuring 60 in- 
ches in height and weighing 110 
pounds, she presented the mus- 
culoskeletal maturation of a girl 
of 12 years. The breasts were 
undeveloped and there was no 
pubic or axillary hair. 

In the axillae, except at the 
apices, the rhomboidal markings 
of the skin were rendered prom- 
inent by scaling papules set in 
almost parallel lines (Fig. 3). 
The lesions, of grayish-brown 
color, produced a picture resem- 
bling that of lichen simplex 
chronicus, but they were soft, > 
supple, and velvety. The neck 
was similarly involved but with- 
out the marked hypertrophy of 
the individual papules. The 
presternal area, anterior aspects 
of the wrists and backs of the fingers and hands showed 
thickening, scaling, and dirty tan color. Over the ante- 
cubital fossas, the inguinocrural areas, and the medi- 
al aspects of the knees were circumscribed erythema- 
tous plaques. The points of the elbows appeared dark 
gray, pachydermatous, rough, and dry. In each pop- 
liteal fossa were prominent dark papules, some globular 
and others flattened, with adherent thin scale, arranged 
in striate horizonal groups and merging into the ad- 
jacent skin. The palms and soles showed diffuse kerato- 
derma. A fine reticulum of superficial tannish scaling 
was present over the scalp. 

The “normal” skin of the face, extremities and 
trunk was soft, uniformly thickened, brownish in 
color, and exhibited increased depth of the fine sur- 
face furrows. On close examination the “normal” 
skin did not appear to differ qualitatively from the 
areas of the skin occupied by hypertrophic lesions. 
The nails and mucous membranes were free of dis- 
ease. 

Microscopic examination (Fig. 4) of a _ biopsy 
specimen of skin from the right axilla revealed a ser- 
rated surface, the acuminate rete projections inter- 
digitating with the hyperkeratotic stratum corneum. 
The deeper levels of the stratum corneum, adjacent 
to the granular layer, were nucleated and acidophilic. 
The rete malpighii was atrophic only at the supra- 
papillary tips, and in but few places was it moderately 
acanthotic. The basal cell layer showed normal 
palisading. No evidence of increased melanin depo- 
sition was visible. Dilatation of capillaries prevailed 
in the elongated papillae, and a moderate infiltrate 
of lymphocytes was scattered diffusely throughout 
the upper portion of the cutis. The collagen was 
fine and loosely meshed. A few rudimentary hair 
follicles were present as well as an occasional seba- 
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Benign acanthosis nigricans. 
axilla and neck, thickening of skin of hand and fingers, plaques simulating lesions of 
lichen simplex chronicus on inner aspect of thigh and knee, pachydermatous appear- 
ance of point of elbow, and palmar keratoderma. 
at age of 9, others taken at age of 12. 
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Various areas of body, picturing pigmented papules of 


Right upper photo of patient taken 


ceous gland, but no sweat glands or ducts were ob- 
served. 


Notes.—(l) The advanced musculoskeletal devel- 
opment of the patient was probably conditioned by 
hereditary factors, as both parents were well above 
average size, the mother measuring 70 inches in 
height, the father 75 inches. (2) No abnormality of 
sweating was observed by the patient except for 
anhidrosis of palms and soles. (3) The absence of 
epidermal hyperpigmentation was surprising. Evi- 
dently the darkening of the skin could be attributed 
to hyperkeratosis, as in ichthyosis, rather than to 
increased melanin. (4) The menarche occurred in 
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Benign acanthosis nigricans. Section from axilla. Note 
hyperkeratotic and parakeratotic stratum corneum, acumi- 
nate rete projections with suprapapillary epidermal atrophy, 
papillomatosis, moderate infiltrate of lymphocytes, and 
absence of sweat apparatus. (Hematoxylin and eosin x75.) 
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July, 1952, at the age of 12. There has been no evi- 
dence of deleterious effect upon the skin, and indeed 
the patient said that there may have been slight 
improvement since then. At 12 years, the patient is 
anatomically well proportioned, measures 67 inches, 
and weighs 140 pounds. 


COMMENT 


The manifestation of similar or even iden- 
tical gross morphologic and histopathologic 
characteristics among certain biologically un- 
related dermatoses is recognized. When the 
resemblance is superficial, the diseases may 
be differentiated with ease by attention to 
clinical and microscopic detail. In other 
cases, a final diagnostic decision can be ar- 
rived at only after the patient has been 
observed over a period of time sufficient to 
disclose the tempo and direction of his dis- 
ease. In this report two dermatologic enti- 
ties are presented, cutaneous papillomatosis 
and acanthosis nigricans, with so many as- 
pects in common that they have often been 
confused. Because the prognosis may differ 
materially in the two instances, it is impor- 
tant that they be distinguished early from 
each other. 


To one perusing the literature, the clinical 
similarity between papillomatose confluente 
et réticulée and pseudo-acanthosis nigricans 
becomes immediately apparent. I believe 
that the two names identify the same disease, 
which is induced, as Curth has perceived, in 
obese persons by the interplay of heat, sweat, 
friction and maceration upon a predisposed 
skin. The reaction is manifested by thick- 
ening comparable to that of lichen simplex 
chronicus. Needless to say, the condition 
provoked is not true lichenification, as shown 
by absence of pruritus and of burnishing of 
the papules, as well as by the microscopic 
appearance. Nevertheless there may be a 
relationship between the thickening of skin 
produced by mechanical effects in lichen sim- 
plex chronicus and that caused by thermal 
and macerative effects in pseudo-acanthosis 
nigricans. 

With regard to terminology, the name 
given the disease by Gougerot and Carteaud 
is fitting, in that it encompasses both histo- 
pathologic changes (papillomatosis) and clin- 
ical configuration (confluence and reticula- 
tion). But the name introduced by Curth 
has the advantage of simplicity, and it actual- 
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ly identifies a disease which closely resembles 
acanthosis nigricans, from which it must 
above all other dermatoses be differentiated. 
For the latter reasons, I prefer the designation 
pseudo-acanthosis nigricans. 


Acanthosis nigricans in three forms, con- 
genital, juvenile, and malignant, is unified 
by Curth’s concept that the disease is a be- 
nign genodermatosis evoked by hormonal 
agencies, or by humoral products of malig- 
nant neoplasms, or by other means. Kier- 
land® found certain differences: that pigmen- 
tation and epidermal hyperplasia in the 
malignant type were more marked than in 
the benign type, and that no patient in his 
series of cases of benign acanthosis nigricans 
developed lesions of the mucous membranes 
or of the distal portions of the extremities. 
Probably these are differences only of degree; 
as a matter of practicality one cannot dis- 
criminate clinically between the cutaneous 
changes of benign and malignant acanthosis 
nigricans. It is not unique for a single epi- 
dermal reaction pattern to masquerade as a 
dermatologic “front” for diverse biologic 
processes, and proof is lacking that in the 
various forms of acanthosis nigricans the 
provocative influences are alike or even re- 
lated. Nor is there convincing evidence that 
endocrine disease is a prevalent accompani- 
ment of benign acanthosis nigricans. 


The histopathologic characteristics of acan- 
thosis nigricans are classic,® consisting of 
hyperkeratosis, acanthosis with adjacent areas 
of atrophy of the prickle cell layer, dense 
melanin pigmentation of basal and dendritic 
cells, irregular papillomatosis, and sparse 
perivascular lymphocytic infiltrate in the 
cutis. This ensemble of changes is pathog- 
nomonic, even though occasional variations 
are encountered, such as absence of hyper- 
pigmentation. The changes enumerated are 
present also, with quantitative differences, 
in pseudo-acanthosis nigricans. I was not 
able to differentiate the two diseases by 
microscopic examination of tissue from the 
axillae of my patients. But review of the 
photomicrographs published by Curth? * fos- 
ters the impression that differentiation may, 
in some cases at least, be practical, because 
papillomatosis and epidermal atrophy are in- 
conspicuous in her sections of pseudo-acan- 
thosis nigricans. Histopathologic study of 
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more material is requisite before a final opin- 
ion can be formulated. 

An analogue of the bizarre pattern of 
pseudo-acanthosis nigricans may be provided 
by the residual reticulated pigmentation 
which succeeds the circinate and arcuate 
lesions of erythema caloricum. It might be 
presumed that in pseudo-acanthosis nigricans, 
as in thermal injury to the skin, the hyper- 
emic vascular network contributes an endur- 
ing melanotic imprint in a_ characteristic 
configuration. An explanation for the dis- 
tribution of pseudo-acanthosis nigricans is 
furnished by involvement initially and _pre- 
dominantly of intertriginous areas. Very 
probably the effect of microérganisms must 
be considered as well as that of moisture and 
friction in the etiology and pathogenesis of 
the disease. One must surely be struck by 
the observation that the sites usually involved 
are also those commonly affected by miliaria, 
suggesting that in some way the activity of 
the sweat glands may account for the distri- 
bution of lesions of pseudo-acanthosis nigri- 
cans. 

In my Case J there were no observations 
pointing to impairment of the sweating mech- 
anism, but it is possible that careful testing 
might have demonstrated abnormalities, as 
denoted by the absence of sweat glands and 
ducts in the microscopic sections from the 
axilla. Diminution or absence of sweating 
over the affected areas was recorded in the 
two cases of Gandola,’ observations substan- 
tiated also by the finding of atrophy and 
decreased numbers of sweat glands _histolo- 
gically, and deficient or absent sweating re- 
sponse to injection of pilocarpine. Conceiva- 
bly, the atrophy of sweat glands is a secondary 
phenomenon, caused by keratotic plugging 
of the sweat ducts, rather than of itself a 
primary abnormality. 

The not infrequent papillomatous hyper- 
plasia of the axillary folds in obese subjects, 
sometimes accompanied by tannish-gray dis- 
coloration, represents probably an abortive 
or localized form of pseudo-acanthosis nigri- 
cans. Argiielles Casals described the appear- 
ance of similar lesions in the skin of Cuban 
Negroes. Better known is the propensity 
for certain types of skin to undergo pigmen- 
tary and hypertrophic changes under the 
influence of mechanical trauma. A site for 
observation of gradations of susceptibility to 
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pressure or friction is the inguinal area of 
patients who wear a truss for reduction of 
hernia, where varying degrees of pigmenta- 
tion, lichenification and even verruciform 
hyperplasia may at times be found. That 
external chemical and actinic factors may 
lead to similar changes is intimated by the 
following observation: 

A 45-year-old white man, 69 inches tall and weigh- 
ing 195 pounds, affected by extensive nummular 
psoriasis, was treated with crude coal tar ointment 
and ultraviolet irradiation by the Goeckerman pro- 
cedure. The psoriasis improved rapidly, leaving a 
smooth, hyperpigmented stain at the site of 
each lesion. But a solitary patch, 2 cm. in diam- 
eter, over the xyphoid area became darkened and 
slightly warty. Biopsy from the lesion (Fig. 5) re- 
vealed hyperkeratosis, acanthosis, atrophy of the 
prickle cell layer at the tips of the papillae, fluting 
of the epidermal surface with plugging of the epi- 
dermal sulci, increased pigment in the basal cells, 
papillomatosis, and absence of cellular infiltrate in 
the cutis. No features of psoriasis were apparent. 
The lesion cleared spontaneously about a month after 
its appearance. 

It is conjectured from this case that there 
are extra-axillary formes frustes of pseudo- 
acanthosis nigricans, the isolated and tran- 
sient lesions of which may escape detection. 


The presence of obesity in pseudo-acantho- 
sis nigricans is, unfortunately, often cited as 
evidence of underlying endocrine disease. 
Students of the problem of obesity are in 
agreement that most instances of overweight 
represent simply the consequence of in- 
creased food ingestion, and that many of these 
cases are founded upon abnormal emotional 
states. Also, the demonstration solely of a 
subnormal basal metabolic rate, in the ab- 


Plaque which assumed verrucous aspect after treatment of 
psoriasis with crude coal tar ointment and ultraviolet radi- 
ation, showing hyperkeratosis, acanthosis, papillomatosis and 
absence of cellular infiltrate in cutis. The stratum corneum, 
although deeply stained, is entirely devoid of nuclei. (Hema- 
toxylin and eosin x50.) 
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sence of correlative and supporting data, is 
insufficient documentation for the diagnosis 
of hypothyroidism. Obesity per se cannot 
therefore permit the presumption of an en- 
docrine disorder. Positive clinical and lab- 
oratory proof of endocrine disease must be 
forthcoming before a label of “endocrine” 
obesity may be accepted. By these criteria, 
only an extremely small number of over- 
weight persons can be shown to have under- 
lying endocrine abnormality. 


SUMMARY 


Review and comparison of two dermatoses 
described in the literature under the desig- 
nations papillomatose confluente et réticuléé 
and pseudo-acanthosis nigricans, lead to the 
conclusion that they are identical diseases. 
Occurring in obese and brunette persons and 
resembling acanthosis nigricans except for 
the reticulated configuration on the trunk, 
the disease is provoked by perspiration, 
maceration and friction, and it may disappear 
after reduction of weight. The name pseudo- 
acanthosis nigricans is given preference in 
this paper. 

Benign acanthosis nigricans, a genetically 
transmitted nevoid disturbance of the skin, 
is morphologically indistinguishable from the 
malignant form of acanthosis nigricans. Clin- 
ically, pseudo-acanthosis nigricans can be 
differentiated from acanthosis nigricans chief- 
ly by the absence of a reticulated pattern of 
lesions in the latter. Whether a distinction 
can be made histopathologically is inconclu- 
sive, awaiting the study of more material. 

It is pointed out that the sites on which 
lesions of pseudo-acanthosis nigricans localize 
are also those commonly affected by miliaria 
and intertrigo, suggesting that in some way 
the activity of sweat glands may play a part. 
Diminution or absence of sweating over af- 
fected areas has been recorded, and decrease 
or absence of sweat glands is an almost 
constant histopathologic observation. It is 
conjectured that a variety of external influ- 
ences, physical, chemical, and actinic, may 
lead to reversible papillomatous changes in 
the skin. The tendency to attribute the der- 
matosis of benign acanthosis nigricans and 
the associated obesity and dermatosis of 
pseudo-acanthosis nigricans to endocrine dis- 
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‘ase is unsupported by clinical and labora- 
tory proof. 
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DISCUSSION (Abstract) 


Dr, J. Lamar Callaway, Durham, N. C.—Dr. Wais- 
man has presented the thesis that pseudo-acanthosis 
nigricans of Curth and papillomatose confluente et 
réticulée of Gougerot and Carteaud delineate the 
same clinical picture. Dr. Curth in her studies has 
separated a clinical picture consisting of a verrucous 
pigmented dermatosis occurring in obese, brunette 
individuals from true acanthosis nigricans (either 
benign or malignant). The following characteristics 
of pseudo-acanthosis nigricans seem to be outstanding. 

(1) The gross clinical picture does not conform 
with the typical changes of acanthosis nigricans. 

(2) It occurs in obese, dark skinned individuals 
whereas true acanthosis nigricans occurs in light as 
well as dark skinned individuals. 


(3) It is reversible. Loss of weight results in cure. 


Dr. Curth also recognized the similarity of pseudo- 
acanthosis nigricans to that of confluent reticular 
papillomatosis in a recent article. Considering the 
large number of obese individuals the incidence of 
these conditions must be extremely small. 


Wise and Sachs reported a patient with confluent 
reticular papillomatosis of Gougerot and Carteaud 
in a stocky, 23-year-old Italian lady who had gained 
some 50 pounds in the preceding 6 years. It is inter- 
esting to note in this case there was improvement 
with local antibacterial measures, namely, ammoni- 
ated mercury ointment. 


From the evidence now available it would seem 
likely that the two terminologies represent identical 
pictures. The occurrence of obesity and the reversi- 
bility of the process, however, are two characteristics 
which have not been reported previously with con- 
fluent reticular papillomatosis. 


( 
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In a personal communication Dr. Helen Curth 
pointed out again to me that acanthosis nigricans 
is not necessarily a response to visceral cancer for in 
many instances the cancer, if present, may be mam- 
mary or bronchial; and secondly, while cancer may 
exert an activating effect on acanthosis nigricans 
this relationship may not be the only explanation 
for the acanthosis. There are examples of true cases 
of acanthosis nigricans in which the cancer precedes 
by many years the development of the skin lesions. 

It appears that Dr. Waisman has helped further 
to eliminate a long descriptive name, to simplify and 
coordinate the acanthotic dermatoses. 


Dr. Francis A. Ellis, Baltimore, Md.—Dermatology 
suffers too much from terminology, and Dr. Waisman 
has aided in changing one of the long descriptive terms, 
namely, papillomatose confluente et reticulee, to 
pseudo-acanthosis nigricans. 


It is interesting to speculate on which undergoes 
the primary change, the epidermis or the cutis. The 
two, true and pseudo forms, histologically are sup- 
posed to look the same. If the pseudo form causes as 
much epithelial atrophy as the true form of acanthosis 
nigricans, I should not expect the former to undergo 
complete involution without any residual. 


Can one differentiate histologically between pseudo- 
acanthosis nigricans and true acanthosis nigricans? Dr. 
Helen Curth in a personal communication says no, 
but I think that this point could be determined better 
by submitting slides from the two forms to a well 
trained dermato-histopathologist or pathologist to see 
whether he, without any clinical data, could dif- 
ferentiate them. 


ORGANIC HYPERINSULINISM* 
SURGICAL MANAGEMENT 


By R. Wuirte, M.D.+ 
Temple, Texas 


Following the discovery of insulin by Ban- 
ting and Best! in 1922, it was noted that over- 
dosage of insulin would produce a profound 
reaction. In 1924, Seale Harris? proposed the 
term, “hyperinsulinism,” to designate the 
clinical syndrome of hypoglycemia. How- 
ever, it remained for Wilder,’ in 1927, to prove 
the unquestionable correlation between clini- 
cal hyperinsulinism and a malignant islet cell 
tumor of the pancreas. Dr. W. J. Mayo ex- 
plored this first patient, a doctor, and found 


*Read in Section on Surgery, Southern Medical Association, 
Forty-Sixth Annual Meeting, Miami, Florida, November 10-13, 


*From the Department of Surgery, Scott and White Clinic, 
Temple, Texas. 

tAssociate Professor of Surgery, University of Texas Post- 
graduate School, Temple Division. 
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the pancreatic islet tumor with liver metas- 
tasis. After the patient’s death, insulin was ex- 
tracted from the metastatic deposits in the 
liver. In 1929, Graham,‘ of Toronto, was the 
first to resect an islet cell tumor and thus of- 
fer a cure for the patient suffering from or- 
ganic hyperinsulinism. 

Since these first cases, 264 hyperfunctioning 
islet cell tumors had been reported prior to 
1950,° as follows: 


Suspiciously malignant adenoma..............-- 40 


Before 1949, Thorn and his group® found 
10 cases of hyperplasia of the islet cells with 
organic hyperinsulinism. It is impossible, ap- 
parently, to differentiate clinically adenoma, 
hyperplasia, and carcinoma of the islet cells. 
A similar clinical picture of hyperinsulinism 
may be found in each of these conditions. 


The following three cases have been selected 
to report in detail as they illustrate problems 
of diagnosis and management of adenoma, 
carcinoma, and hyperplasia of islet cells. 


ADENOMA OF ISLET CELLS WITH HYPERINSULINISM 


Case 1.—An obese, 50-year-old man was seen at the 
Scott and White Clinic because of “blurred vision and 
weakness” for the previous two and one-half years. 
Five months prior to admission, he fainted and was 
unconscious for 10 hours following hard manual la- 
bor. A transient hemiplegia was noted. (Hemiplegia 
has been observed in 10 per cent of patients with 
hyperinsulinism.) Other attacks of equal severity fol- 
lowed, while lesser episodes might occur several times a 
day. He learned that by frequent eating severe at- 
tacks were avoided. 

On admission, a glucose tolerance test showed: 
Fasting blood sugar..... ...........-55 mg. per cent 


The patient was placed on dietary management. 
Two weeks later, the fasting blood sugar was 60 mg. 
per cent. During the ensuing four months, he con- 
tinued to have weak spells, but had only one con- 
vulsion. He could precipitate an attack by 30 minutes 
of hard work. 

A glucose tolerance test at that time revealed: 
Fasting blood sugar: 76 mg. per cent 
74 mg. per cent 
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vethannrinaweken’ 28 mg. per cent 

The patient continued to have difficulty. A fasting 
blood sugar was noted to be 33 mg. per cent. Surgical 
exploration of the pancreas was advised. At operation, 
a small nodule, 1 cm. in size, on the anterior aspect of 
the head of the pancreas was locally resected. A 
wide excision was not done because of fear of injuring 
adjacent pancreatic ducts. 

Postoperative fasting blood sugar was: 


95 mg. per cent 
90 mg. per cent 
wes 62 mg. per cent 


At a follow-up examination 10 months postoper- 
atively, the patient had experienced none of his 
previous symptoms, and said that “he felt perfectly 
well and better than he had been in 10 years.” Al- 
though the patient was asymptomatic at this time, a 
glucose tolerance test showed: 


Fasting blood sugar............. ..54 mg. per cent 


33 mg. per cent 
64 mg. per cent 


Three years postoperatively, he developed a recur- 
rence of fainting spell; fasting blood sugar was 33 
mg. per cent. He was advised to have further surgery, 
but he refused. Six years postoperatively, he was 
again examined and showed evidence of mental de- 
terioration. The fainting attacks had continued. He 
ate one pound of sugar a day. His fasting blood sugar 
was 47 mg. per cent| The patient was later operated 
upon at the Mayo Clinic where a hyalinized adenoma, 
1 cm. in diameter, was resected from the posterior as- 
pect of the head of the pancreas. 

A recent follow-up letter on this patient (now 6 
years postoperatively, 12 years after the initial opera- 
tion) says that he is well. He recently had one spell 
of weakness and became dazed while working. He has 
continued to eat a large amount of sugar. 

An adenoma may be difficult to find as 
well as to remove. In Whipple’s series,?7 an 
overlooked tumor was found at the second 
operation in eight instances, in seven of which 
the adenoma was in the head of the pancreas. 
The over-all mortality’ for removal of ad- 
enoma with hyperinsulinism has been 9.5 per 
cent in cases reported to 1950. 

The question arises as to whether this pa- 
tient had a remnant of the original adenoma 
which persisted until the second operation or 
whether two separate adenomas were present 
and resected. Under any condition, it is ex- 
tremely important to explore the entire pan- 
creas and ectopic sites thoroughly as multiple 
adenomas occur in 12 per cent of cases.6 The 
presence of multiple adenomas should be sus- 


pected if excision of a benign adenoma fails 


to relieve the symptoms of hyperinsulinism. 
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MULTIPLE ADENOCARCINOMA OF ISLET CELLS 
WITH HYPERINSULINISM 


Case 2—An obese, 53-year-old man reported to the 
Scott and White Clinic. His history revealed recur- 
ring attacks of convulsive seizures with coma for six 
years. The onset of his illness had occurred abruptly 
about 10 A.M. while working in an airplane factory. 
Daily attacks had appeared since, especially in the 
mid-morning, mid-afternoon, and early in the morning 
before breakfast. He learned that ingestion of orange 
juice and sugar would prevent an attack or relieve one 
within 10 minutes. If food was not eaten, he would 
remain in a coma for one hour, or more. He had been 
observed in a mental institution because of these 
symptoms, and had been advised to have a craniotomy. 


Fic. 1, Case 2 


Multiple carcinoma of islet cells of pancreas. 


Fic. 2, Case 2 


Multiple carcinoma of islet cells of pancreas showing micro- 
scopic pathology. 
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At clinical investigation, a bromosulfalein liver func- 
tion test showed grade II dye retention. The cephalin- 
cholesterol test of liver function was normal. The 
fasting blood sugars were 90 mg. per cent and 80 mg. 
per cent on admission. The following day, fasting 
blood sugars were 26 mg. per cent and 16 mg. per 


cent. 

A glucose tolerance test showed: 
Wasting sugar. 60 mg. per cent 
45 mg. per cent 


Surgical exploration of the pancreas was advised. 
The author operated upon this man through a gener- 
ous transverse incision. Continuous spinal anesthesia 
was employed. Two distinct tumors (Fig. 1) were 
found in the distal portion of the body of the pan- 
creas, approximately two-thirds of the body of the 
pancreas being resected. Microscopic examination (Fig. 
2) of each tumor showed islet cell carcinoma. 


On the first postoperative day, the blood sugar was 
185 mg. per cent. On the second day, it was 270 mg. 
per cent. On the sixth day, the blood sugar was 140 
mg. per cent, and on the eighth, 150 mg. per cent. On 
the twenty-third postoperative day, a glucose toler- 
ance test showed: 


Pasting blood sigar............5.0% 95 mg. per cent 
The glucose tolerance three months postoperatively 
was: 
Fasting blood sugar................ 110 mg. per cent 


In a recent letter, over two years since operation, 
the patient says that he is perfectly well, eats regu- 
larly, has had no more attacks and is doing hard man- 
ual labor. 

In a review of the literature up to 1950,5 23 
recorded cases of resection of multiple ade- 
noma of islet cells had been reported. (Twelve 
per cent of patients with islet cell tumor will 
have more than one adenoma.*) If the tumors 
reported here are biologically malignant, then 
this is the fifth case, of 
which I am aware, of mul- 
tiple carcinoma of islet 
cells occurring simultane- 
ously in the pancreas. One 
cannot wait too long te 
explore these patients as 
one out of twelve of all 
islet cell tumors will be 
malignant. The tumors 
must be resected early be- 
fore metastasis occurs. 

These patients often be- 
come mildly diabetic for a 
few days after removal of 


a hyperfunctioning islet tumor. This de- 
pression of normal pancreatic function is 
temporary and corrects itself spontaneously. 


HYPERPLASIA OF ISLET CELLS WITH 
HYPERINSULINISM 


Case 3.-—-A baby boy (Fig. 3), five months old, was 
brought, in a comatose state, to the Scott and White 
Clinic on June 22, 1947.8 He had been apparently 
well until five days before admission when clonic con- 
vulsions developed involving the left side, and he had 
lapsed into stupor. These seizures continued to occur 
at intervals, and the baby became more stuporous and 
would not eat. The parents were not diabetic, and 
the baby had an uncomplicated birth by cesarean sec- 
tion. He was bottle fed. The only suggestive infor- 
mation obtained was that the baby had always had a 
big appetite, and the parents had found it difficult to 
maintain a four-hour feeding schedule; he had contin- 
ued to require a 2 A. M. feeding. On physical exam- 
ination, the baby was observed to be remarkably well 
nourished. His rectal temperature was 101° F., pulse 
rate 160, and respiratory rate 48. The head circum- 
ference was slightly larger than average for the child’s 
age, but remained 1 cm. below the normal circumfer- 
ence for a child one year of age. The anterior fontanel 
was open and flat. The percussion note of the head 
was normal. The pupils were dilated and did not 
react to light. A congenital nystagmus was noted. 
The ocular fundi were normal. The child had hemi- 
plegia on the left side. The deep tendon reflexes were 
reduced in the arms and increased in the legs. Bilateral 
Babinski signs were elicited. A seizure was observed by 
the examiner; it began with twitching of the left side 
of the face, followed by clonic jerking of the left arm 
and jerking of the left leg muscles; after several min- 
utes, the baby began “chewing and sucking” move- 
ments. This attack lasted for five minutes. 


Results of laboratory studies were as follows: Hemo- 
globin 11 grams per 100 cc.; red blood cell count 
4,030,000; and white blood cell count 11,450, with 53 
per cent neutrophils, 40 per cent lymphocytes, and 7 
per cent eosinophils. Roentgenograms of the chest 
and the skull (anterior-posterior and lateral views) 
were normal. In spinal puncture, the initial spinal 
fluid pressure was 47 cm. of water (the child was 


Fic. 3, Case 3 
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struggling), and the final pressure was 22.5 cm. of 
water. The cerebrospinal fluid was clear and con- 
tained one lymphocyte per cu. mm. and 16 mg. of 
sugar per 100 cc. The Eagle test for syphilis was neg- 
ative. Ventriculographic examination revealed no ab- 
normalities except for some increase in subarachnoid 
fluid. The blood sugar level was 31 mg. per cent. A 
cephalin-cholesterol flocculation test was negative. The 
urine contained 0.18 Ehrlich units of urobilinogen, 
but was otherwise normal. 

The child was placed on frequent high protein 
feedings, supplemented by parenterally administered 
dextrose, and on this regimen remained conscious most 
of the time. The hemiplegia improved; however, 
when feedings were given at longer than four-hour 
intervals, clonic seizures occurred. The fasting blood 
sugar level remained low, being 32, 31, 43, and 39 
mg. per cent. A glucose tolerance test done at this 
time gave the following results (1.75 Gm./kilogram): 
suger. 
One hour...... 
Two hours. . 
Three 


53 mg_ per cent 
175 mg. per cent 

....104 mg. per cent 
81 mg. per cent 


After subcutaneous injection of 0.2 cc. of 1:1,000 dilu- 
tion of epinephrine (adrenalin®), the fasting blood 
sugar rose from 41 to 69 mg. per cent after one-half 
hour and to 84 mg. per cent after one hour. Epine- 
phrine in oil administered twice daily maintained the 
blood sugar level within normal limits for eight hours 
after ingestion of food. While the blood sugar was 
contained within a normal range by frequent feedings 
and epinephrine in oil injections, the child’s mental 
status seemed to improve and the neurological signs 
cleared almost completely; the baby was obviously 
mentally retarded, however, and it was concluded that 
permanent cerebral damage had occurred. The par- 
ents were advised of this condition. It was apparent, 
also, that unless the hypoglycemia could be more 
readily controlled further cerebral damage was im- 
minent. Accordingly, on July 14, 1947, exploratory 
laparotomy was done by the author through a trans- 
verse abdominal incision, with the patient under 
nitrous oxide, oxygen, and ether anesthesia. Thorough 
exploration of the pancreas revealed no gross path- 
ologic changes (Fig. 4). A subtotal pancreatectomy was 
performed, with removal of the neck, body, and tail 
of the pancreas. This section of the pancreas was ex- 
amined by the pathologist. It was 75 mm. in length, 
12 to 15 mm. in width, 10 to 12 mm. in thickness, 
and weighed 4 grams. ‘Twenty-two serial blocks of 


Specimen of pancreas following massive subtotal pancreatec- 
tomy in a 5-month-old infant. 


SOUTHERN MEDICAL JOURNAL 


February 1953 


tissue were fixed, and several microscopic sections 
were made from each block. No evidence of islet cell 
tumor was found. The average islet cell count of the 
greater part of the body and tail of the pancreas was 
5 per low power field; however, the proximal portion 
of the body, the islet cell count showed an abrupt in- 
crease to 16 per low power field, and here some islet 
cells had become confluent into masses difficult to 
separate into individual units. In order to determine 
the normal islet cell count for a 5-month-old baby, 
specimens of apparently normal pancreas glands of 
babies of this age range who had died from unrelated 
causes were studied and islet cell counts were made. 
The average count in these control specimens was 6 
islet cells per low power field. From a pathologic view- 
point, a diagnosis of hyperplasia of islet cells (Fig. 5) 
was believed justified. 

The baby’s postoperative convalescence was satis- 
factory. The blood sugar level was noted to be 185 
mg. per cent on the evening of the operation. The 
fasting blood sugar level was 112 mg. per cent on the 
third day after the operation, 127 mg. per cent on the 
fourth day, 105 mg. per cent on the fifth day, and 106 
mg. per cent on the ninth day. In a glucose tolerance 
test (Exton and Rose test) done on the seventh post- 
operative day, the fasting blood sugar level was 99 mg. 
per cent; the blood sugar level one hour after injec- 
tion of glucose was 130 mg. per cent, and two hours 
after was 125 mg. per cent. 

The baby was dismissed from the hospital 11 days 
after the operation. Two weeks later, he began to have 
clonic jerks on the right side of the body, the attacks 
occurring at irregular intervals, from a few hours to 
several days apart. (Preoperative seizures had been 
on the left side.) These attacks were not prevented or 
relieved by ingestion of food. ‘Two months after the 
operation, the patient was re-examined at the clinic. 
There was noticeable improvement in his mental 
status; he attempted to crawl and to hold up his head. 
The blood sugar level after fasting overnight was 122 
mg. per cent; after a 22-hour fast, the blood sugar 
level was 77 mg. per cent. An encephalogram re- 
vealed cortical atrophy involving the left frontoparietal 


Hyperplasia of islet cells in body of pancreas of 5-month- 
old infant. 
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area. Fifteen months after surgery, the baby was again 
observed, and the fasting blood sugar level was 75 
mg. per cent. There had been no significant neuro- 
logical improvement. In a recent follow-up letter, 43 
months after the operation, information was received 
that the child eats three meals a day, but has not 
shown significant mental improvement. 

In a collected review, Howard, Moss, and 
Rhoads* found only 11 reported cases of 
hyperplasia of islet cells with hyperinsulinism 
in children under 15 years of age who had 
been operated on for hyperinsulinism. These 
authors say that four of the children were 
cured by excision of an adenoma in the pan- 
creas, while subtotal pancreatic resections were 
done in two children in whom no tumor was 
located in the gland. In one of these latter 
children, as reported by Graham and Hart- 
mann,” approximately 80 to 90 per cent of the 
pancreas was resected, resulting in relief of 
the hypoglycemia; however, the child con- 
tinued to show mental retardation. Pathologic 
examination of the resected pancreas dem- 
onstrated a normal gland. The cure of the 
other child by. subtotal resection was reported 
by Callaway.'® Examination of the pancreas 
in Callaway’s case revealed hyperplasia of islet 
cells. Dannenberg!! reported a case of a three- 
year-old girl who, since the age of 13 months, 
had suffered recurrent convulsive seizures as- 
sociated with severe hypog!ycemia and whose 
parents refused to allow surgical treatment. 
The child died in an attack, and autopsy re- 
vealed hyperplasia of islet cells. Sherman’? 
described the case of a baby girl with uncon- 
trollable hypoglycemia who died at the age of 
six weeks. Autopsy revealed an islet cell ade- 
noma in the tail of the pancreas. 

In a report by Malamud and Grosh,'® it is 
stated that in early hypoglycemia cerebral re- 
covery occurs with prompt treatment, but that 
after a prolonged period of hypoglycemia, ir- 
reversible organic brain damage occurs. Cases 
observed at autopsy showed advanced destruc- 
tion of the cortex, thalamus, and corpus 
striatum. In our case, the child had been sub- 
jected to hypoglycemic shock for approxi- 
mately one week. Even though the hypogly- 
cemia in this baby was relieved by subtotal re- 
section of the pancreas and the blood sugar 
level was restored to normal limits after sur- 
gery, irreversible cerebral damage had already 
occurred, and further mental development did 
not follow. It is our opinion that the hypo- 
glycemia in this case was secondary to hyper- 
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insulinism resulting from hyperplasia of the 
islet cells of the pancreas. 

It is well recognized that fluctuating hypo- 
glycemia is not rare during the first few days 
or weeks of life’4 and that, at times, the blood 
sugar level may be considerably depressed 
without producing clinical symptoms in the 
newborn.!5 As a rule, the blood sugar level 
becomes stabilized about 14 days after birth, 
without complications. In other infants, per- 
sistent hypoglycemia may pose an important 
and urgent problem, although in the great 
majority of these infants the condition can be 
regulated by careful and persistent dietary 
management. Not all patients can be man- 
aged so satisfactorily, however, and the physi- 
cian should be aware of the possibility of or- 
ganic hyperinsulinism with the attendant dan- 
ger of irreversible cerebral damage resulting 
from uncontrollable hypoglycemia. If organic 
hyperinsulinism is suspected, one should ex- 
plore the pancreas for islet cell tumor early in 
the course of the disease before permanent 
and irreversible brain damage occurs. 


DIAGNOSIS OF ISLET CELL TUMOR OF THE 
PANCREAS WITH HYPERINSULINISM 


Islet cell tumor must be carefully differen- 
tiated from other conditions causing profound 
hypoglycemia, the most important of which 
are hepatic insufficiency and functional hypo- 
glycemia. Whipple’s triad of symptoms® is of 
the greatest importance in accurate diagnosis. 
Whipple required that the patient suffer a 
typical attack precipitated by fasting, during 
which the blood sugar was depressed to 50 
mg. per cent, or below, with prompt relief of 
symptoms by the administration of glucose. 
If surgery is restricted to patients meeting 
these criteria, a large percentage of islet cell 
tumors will be found. The average fasting 
blood sugar of all cases successfully diagnosed 
up to 1950° was 32 mg. per cent, and only six 
tumors were noted in patients with a fasting 
blood sugar consistently above 50 mg. per 
cent. 

PLAN OF SURGICAL MANAGEMENT 


Among cases reported, it was noted that if 
an adenoma was found and resected, 87 per 
cent of the patients® were completely relieved 
of symptoms. Because 12 per cent of islet cell 
tumors are multiple, the surgeon must explore 
the remaining gland and ectopic sites for other 
adenomas. 
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If, however, detailed exploration of the 
pancreas is noncontributing, all ectopic sites 
are clear, and the adrenals and liver appear 
normal, what should the surgeon do? 

In Rhoads’ collected series’ (Fig. 6), he 
noted islet cell tumors to be evenly distributed 
throughout the gland. The body and tail of 
the pancreas were the site of 71 per cent of 
tumors reported. It seems logical that the 
suggestion of Dr. Whipple'’® is valid, in that a 
massive subtotal resection of the gland should 
be done, removing the neck, body, and tail for 
the following reasons: 

(1) In a follow-up of 118 patients’ who 
were explored for hyperinsulinism and no 
tumor found, and the pancreas not resected, 
in 31 per cent (37 patients), an adenoma was 
later discovered either at operation or at au- 
topsy. A negative exploration cannot be re- 
lied upon completely to rule out an islet cell 
tumor. These adenomas may be quite small 
and only revealed on serial section of the pan- 
creas. 

(2) If a massive subtotal resection is ac- 
complished, the surgeon has a 70 per cent 
chance, on the average, of removing a small 
hidden adenoma. (Rhoads® found 71 per 
cent of adenomas were located in the neck, 
body, and tail of the pancreas.) 

(3) David'? noted that among patients 
treated by massive subtotal resection without 
obvious tumor, 63 per cent were cured of 
hypoglycemia. 

(4) The diagnosis of hyperplasia of islet 
cells with organic hyperinsulinism can be con- 


71% 
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Distribution of islet cell tumors of pancreas with 
hyperinsulinism. 
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firmed only by careful microscopic study of 
the excised gland. It is our opinion that 
hyperplasia of islet cells is best treated by 
massive subtotal resection. 

If the patient’s severe uncontrollable hypo- 
glycemic reactions persist after subtotal resec- 
tion of the pancreas, the more difficult and 
hazardous removal of the head of the gland 
should be considered for the eradication of 
the remaining 26 per cent of islet cell tumors. 


Priestley!* removed the entire pancreas, and 
only by serial sections was an 8 mm. islet cell 
adenoma discovered in the head of the gland. 


The author wishes to thank Dr. M. W. Sherwood 
for permission to report Case 1. 
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FUNCTION AND MORPHOLOGY IN 
THE CLASSIFICATION OF NEPHROSES* 


By Paut KimMe M.D. 
Charlotte, North Carolina 


Introduction——The concept of pathology, 
as I understand it, does not permit a separa- 
tion of function from morphology. Structural 
abnormalities and functional disorders are 
interrelated by cause and effect. Any classi- 
fication of renal diseases should therefore be 
primarily concerned with their correlation. 
Yet, those in existence are based either on 
clinical observations, disregarding structural 
changes, or on morphologic concepts, giving 
secondary consideration to functional aspects. 
The classification which I propose is intended 
to integrate both morphology and function 
into the basic concepts of renal lesions. This 
presentation is confined to the skeleton of a 
classification of nephroses, omitting all de- 
tails. Brief discussions of some of the lesions 
are included merely for the purpose of illus- 
trating the principles on which this classi- 
fication is based. 

Our present state of knowledge does not 
allow us to define many renal lesions on pure- 
ly morphologic grounds without contradicting 
physiologic experiences. Abnormalities of 
structure and function frequently fail to co- 
incide and are rarely confined to one anatom- 
ical unit, for example, glomeruli, tubules or 
vessels. Also, the nature of pathologic proc- 
esses may vary widely with the stage and 
degree of severity of a disease. If we want to 
determine whether the primary lesion is glo- 
merular or tubular, whether degenerative or 
inflammatory, we often have to estimate the 
predominance at certain phases of the diseases, 
and hence we should be prepared to expect 
that such a procedure is to remain indecisive. 
As a result, most classifications admit the ex- 
istence of transitional forms between basic- 
ally different orders, adding to the ambiguity 
and confusion of terminology. 


Principles of Proposed Classification.—Syn- 
thesis of structural and functional abnormal- 
ities constitutes the first basic requirement of 
the proposed classification. This is achieved 
by placing our observations into a system of 


*Chairman’s Address, Section on Pathology, Southern Medi- 
cal Association, Forty-Sixth Annual Meeting, Miami, Florida, 
November 10-13, 1952. 
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alternating morphologic and functional cate- 
gories (Table 1). 


These categories are to be supplemented by 
subordinated categories, such as those of path- 
ogenesis and etiology, if they are known. The 
manner in which this order of categories can 
be applied is demonstrated with the schematic 
drawing (Fig. 1) illustrating the instance of 
lipoid nephrosis. 


From a morphologic point of view two 
major changes are observed. Those in the 
glomeruli may vary from hardly perceptible 
lesions to severe degeneration of the base- 
ment membrane; those in the tubules are 
characterized by fatty disorder. The most con- 
sistent and structurally predominant altera- 
tion is that of the tubules and it may there- 
fore seem arbitrary to designate the glomeru- 
lar lesions as the principle or predominating 
factor. If, however, morphology and function 
are to be integrated in one concept, we can- 
not depend only on the nature and site of 
morphologic lesions but must take into con- 
sideration equally their functional impor- 
tance. Clearly, it is the glomerular apparatus 
which shows a significant functional abnor- 
mality, namely, hyperpermeability for albu- 
min; whereas, the tubules show no recogniz- 
able impairment of function. 


The pathologist may find such procedure 
iconoclastic inasmuch as the significance of a 
structural change is made dependent on func- 
tional implications, but he must realize that 
functional disorders in renal diseases frequent- 
ly can not be comprehended as a result of 
morphologic changes. Within this classifica- 
tion, therefore, we confine ourselves to the 
consideration of renal lesions in terms of 


GENERAL ORDER OF CATEGORIES 


First Order —Concepts of general pathology 
Metabolic anomalies 
Inflammation 
Circulatory disturbances 
‘Tumors 
Malformations 


Second Order.—State of function 
(Determines whether the lesion of the first order 
is related to normal or abnormal function) 


Third Order—Anatomical structures 


Fourth Order.—Type of functional disorders 


| 
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morphologic manifestations of functional dis- 
orders. 

Accordingly, the predominance of certain 
facets of a complicated lesion is determined 
by functional abnormalities if these can be 
clearly recognized as occurring in specific ana- 
tomical units, rather than by mere morpho- 
logic preponderance. The latter may, and of- 
ten is, irrelevant in regard to renal function 
and to the natural course of the disease. 


The second basic requirement of this sys- 
tem is a negative one. It does not recognize 
the existence of transitional forms between 
two diseases. 

The term “transitional” implies that one 
condition can change into another. Nephritis, 
for instance, can supposedly be transformed 
into nephroses; benign nephrosclerosis into 
malignant nephrosclerosis. If a disease, which 
is known to occur as a pure and unadulterated 
morphologic-functional entity, is observed in 
conjunction with another, we conceive of such 
a mixture as superimposition and not as trans- 
formation unless we have evidence that both 
are merely different manifestations of the 
same pathogenetic or etiologic factor. Our 
present knowledge, however, does not justify 
such assumption. We know of many totally 
divergent conditions upon which either ne- 
phrosis or malignant nephrosclerosis may be 
superimposed. Glomerulonephritis may or 
may not pass through a nephrotic stage. The 
nephrotic syndrome which may occur as an en- 
tity by itself is in no sense an inherent factor 
of glomerulonephritis, but it may or may not 
be superimposed. It is indeed presumptive 
to read more into the simultaneous or subse- 
quent occurrence than superimposition. 

Table 2 represents an incomplete skeleton 
of a classification of metabolic anomalies of 
renal parenchyma. 

This classification leans heavily on Fahr’s 
system which has come closer to a correlation 
of function and morphology than any of the 
modern ones, but the greater emphasis on 
physiology compels us to re-define some of 
the basic concepts. 

Definitions—Nephrosis, in Fahr’s termi- 
nology, includes all degenerative changes of 
the renal parenchyma except for those of the 
vessels which he reluctantly and “for practi- 
cal reasons” separated under the heading of 
nephrosclerosis. We have eliminated this in- 
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consistency and have assigned the nephroscle- 
roses their proper place among other degen- 
erative lesions. 

It is necessary to clarify the meaning of de- 
generation, which in most kidney classifica- 
tions is applied in its narrow morphologic 
sense. The term “metabolic anomalies,” as 
used here, refers to all types of disturbances 
of metabolism of cells and tissue matrix, in- 
cluding neuromuscular dysfunction. These 
metabolic disorders, though not necessarily 
associated with structural changes, may be- 


(1) Nephroses: Functionally significant 


(A) Glomerular nephroses 
(1) Genuine lipoid nephrosis 
(2) Amyloid nephrosis 
(3) Gestation nephrosis 
(4) Intercapillary glomerular nephrosis 
(5) Wire-loop glomerular nephrosis 
(6) Stasis nephrosis 


(B) Tubular nephroses 
(1) Functionally non-specific 
(a) Endogenous type 
(b) Exogenous type 
(1) Mercurial nephrosis 
(2) Phenol nephrosis 
(3) Diphtheria nephrosis 
(4) Others 
(2) Functionally specific 
(a) Renal glycosuria 
(b) Renal acidosis 
(c) Salt losing nephrosis 
(d) Diabetes insipidus 


(C) Vascular nephroses 
(1) Benign nephrosclerosis 
(a) Compensated 
(b) Decompensated 
(2) Malignant nephrosclerosis 
(3) Cortical necrosis 


(Il) Cellular metabolic disorders: functionally insig- 
nificant (The term “nephrosis” is not applied to 
these lesions) 


(A) Tubular involvement 
(1) Hydropic disorder 
(2) Hyaline droplet disorder 
(3) Lipoid disorder 
(4) Carbohydrate disorder 
(5) Bile disorder 
(6) Hemoglobin disorder 
(7) Calcium disorder 
(8) Urate disorder 
(9) Ete. 


(B) Vascular involvement 
Arteriosclerotic nephrosclerosis, focal 


TABLE 2 
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come manifest by abnormal accumulation of 
normal cell constituents or by the appearance 
of abnormal substances. We refer to these 
changes, however, as degeneration only if 
there is evidence that they affect the physio- 
logic balance to a point that normal function 
is impaired. 

If, therefore, we define degeneration as a 
metabolic disorder resulting in impairment of 
normal function, we have come to recognize 
that we cannot rely solely upon morphologic 
changes as criteria for degeneration. Structur- 
al alterations may be indicative of degenera- 
tion, particularly in their irreversible state, 
but, as in the instance of storage phenomena, 
they may occur without demonstrably affect- 
ing the physiologic balance. On the other 
hand, functional abnormalities may clearly 
indicate a metabolic disorder without recog- 
nizable morphologic changes. Such abnormal- 
ities must nevertheless be listed as degenera- 
tive in accordance with the definition. 


If we apply these considerations to the or- 
gan as a whole or to its anatomical units, we 
are led to distinguish between such metabolic 
anomalies which result in functional impair- 
ment, to which we refer as nephroses, and such 
metabolic anomalies not associated with dem- 
onstrable impairment of function to which 
we refer simply as cellular metabolic disor- 
ders. 


Nephrosis, therefore, is defined as a metabo- 
lic disorder of chemical and/or physical struc- 
ture of the renal parenchyma, incompatible 
with normal function. Any or all anatomical 
structures may be involved. Morphologic 
changes may or may not be present. 


It is apparent that nephrosis so defined can- 
not be subdivided on purely morphologic 
ground, since the structural changes are too 
variable and, as pointed out, not reliable. 
Physiologic criteria, however, are quite dis- 
tinctive and permit us to determine clearly 
the predominant anatomical unit. We have 
no difficulty in recognizing a glomerular- 
tubular and vascular nephrosis on a functional 
basis and shall define these as follows: 


Glomerulonephrosis—Metabolic disorders 
of renal parenchyma, characterized by hyper- 
permeability of glomerular capillaries for al- 
bumin (nephrotic syndrome). 


Tubular Nephrosis—Metabolic disorders of 
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renal parenchyma characterized by predomi- 
nant abnormalities of tubular function. 

Vascular Nephrosis——Metabolic disorders of 
vascular apparatus characterized by changes 
of the renal circulation which affect the sys- 
temic arterial circulation, specifically the 
blood pressure. 

At first glance, these definitions may not 
seem to have much practical value for the 
pathologist, but as we enter the analysis of 
the various subgroups, it will become quite 
clear that surprisingly often structural lesions 
can be closely related to these types of func- 
tional abnormalities. 


In the practical application of the system, 
our major task consists of the separation of 
functionally significant from functionally in- 
significant morphologic changes. This is 
readily done in the uncomplicated cases, as 
in the instance of pure lipoid nephrosis, but 
may become difficult if we encounter a com- 
plex pathologic picture. 


We are frequently dealing with systemic 
diseases which manifest themselves in two or 
more sets of morphologic-functional disorders 
in two or more anatomical units. They may 
occur together or the systemic disease may be 
associated with only one or the other. Eclamp- 
sia, for instance, may be associated with glo- 
merulonephrosis or vascular nephrosis (in 
the form of arteriolar spasms), or both. Our 
present knowledge does not permit us to as- 
sume that the changes in the glomeruli have 
the same pathogenesis as the arteriolar dis- 
order and, consequently, both are segregated 
in different orders, although they appear to 
be merely different manifestations of one sys- 
temic disease. 

On first thought this method of separation 
may seem to be pedantic or even confusing, 
but it is in reality the key to adequate analy- 
sis of any given complicated instance. The 
facts are that the glomerular nephrosis as 
such in eclampsia is indistinguishable from 
that which occurs in lipoid nephrosis. Like- 
wise, the arteriolar spasm with its effect on 
the parenchyma may occur not only in ec- 
lampsia but in conjunction with various other 
conditions. It is the concurrence of both 
which makes the renal lesions diagnostic for 
eclampsia. 

It is the object of this classification, there- 
fore, to segregate the basic units of morpho- 
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logic-functional disorders so that we may 
observe the various patterns in which they 
may occur concomitantly or superimposed. 
It is this pattern which will give us the clue to 
the systemic disease in which the kidney par- 
ticipates. As an addendum to the classification 
of renal diseases proper, a coordination of the 
basic disorders on the higher level of systemic 
diseases must also include the involvement 
of other organs. 


DISCUSSION OF ILLUSTRATIVE DISEASES 
(A) GLOMERULAR NEPHROSIS 


(1) Lipoid Nephrosis (Fig. 1).—The number 
of documented cases of purely degenerative le- 
sions of the glomeruli associated with hyper- 
permeability for albumin is sufficient to 
assure the existence of lipoid nephrosis as a 
disease sui generis. In spite of the fatty dis- 
order of tubular epithelium which may be 
more conspicuous than structural changes in 
the glomeruli, it is the functional disorder 
of the latter that clearly predominates. Im- 
pairment of tubular function has not been 
demonstrated and it is highly disputable 
whether lack of tubular re-absorption for 
albumin plays any role in the massive daily 
proteinuria. The thickening of the glomerular 
capillary membranes may be due to a deposit 
of protein between its inner and outer layers. 
In no sense of the word is the term “mem- 
branous glomerulitis” applicable to such a 
lesion. 

A membranous inflammation in the ac- 
cepted terminology of general pathology indi- 
cates an exudative inflammatory process char- 
acterized by the formation of a membrane 
(fibrin). This, however, is not observed in the 
type of glomerular lesion under discussion. 
If the term is meant to denote the inflamma- 
tion of a membrane, it is without analogy 
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FUNCTIONALLY 
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Lipoid nephrosis. Symbols represent from left to right: 
glomeruli, tubules, vessels, interstices. Continuous line 
means functionally significant. Dotted line means func- 
tionally insignificant. Sequelae are not indicated. 
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and would require redefinition of the term 
inflammation. 


Lipoid nephrosis may be reversible or may 
be progressive. In the latter instance a char- 
acteristic hyalinization of glomeruli develops 
which was interpreted by Fahr as the end 
stage of an inflammatory process, although 
the inflammatory nature of the process was 
assumed only by inference. Ellis and his co- 
workers, however, have shown that evidence 
of inflammation in the development of this 
lesion and infection in the natural history 
of this disease are conspicuous by their ab- 
sence. It is evident, therefore, that Ellis’ so- 
called Type II nephritis constitutes in reality 
the chronic form of a progressive lipoid 
nephrosis. Renal insufficiency hyper- 
tension are looked upon as late superimposed 
sequelae. 

A glomerulonephrosis of the same type, 
but usually in focal distribution, is often 
superimposed upon true glomerulonephritis. 
Many stages and degrees of such lesions can 
be observed. 

Fahr recognized the existence of a pure “in- 
tracapillary” glomerulonephritis but argued 
that it could not be separated from the more 
common extracapillary form because mix- 
tures of both can frequently be observed. We 
agree with Ellis that pure intracapillary 
glomerulonephritis is fundamentally different 
from extracapillary glomerulonephritis but 
interpret the former as chronic lipoid nephro- 
sis. From this point of view, mixtures resolve 
themselves as common extracapillary glomer- 
ulitis with superimposed chronic glomerulo- 
nephroses_ representing the morphologic 
counterpart to the clinical concept of nephri- 
tis with “nephrotic Einschlag” (component). 


(2) Amyloid Nephrosis (Fig. 2).—Amyloid 
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Amyloid nephrosis. Symbols represent from left to right: 
glomeruli, tubules, vessels, interstices. Continuous line 
means functionally significant. Dotted line means func- 
tionally insignificant. Sequelae are not indicated. 
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may be deposited in all anatomical structures 
and from a morphologic point of view none 
is predominant. The only change which is 
of functional significance takes place in the 
glomerulus (nephrotic syndrome). Renal in- 
volvement in generalized amyloidosis is for 
this reason placed under glomerulonephrosis. 
The amyloid deposits in other parts of the 
kidney are functionally insignificant. 

The picture may become quite complicated 
if impairment of circulation results in late 
phases of the disease. Subsequent changes, 
including even degenerative glomerulitides, 
referable to these sequelae, in so-called “amy- 
loid contraction” are considered to be super- 
imposed. 

(3) Gestation Nephrosis.—The term gesta- 
tion nephrosis refers only to that type of 
renal lesion during pregnancy which is mani- 
fested by a nephrotic syndrome, and the 
associated purely degenerative change of 
glomerular capillary membrane. It may occur 
in its pure form even in presence of hyper- 
tension and the morphologic lesion under 
such conditions may be suggestive of the 
systemic disease but is not pathognomonic. 
It closely resembles lipoid nephrosis. 

Eclampsia (Fig. 3), however, may be as- 
sociated with a second set of clinico-patho- 
logic changes referable to the vascular system, 
manifested by arteriolar spasm. If, therefore, 
glomerulonephrosis is found in a kidney in 
conjunction with foci of tubular degeneration, 
ischemic necroses and hemorrhages, the com- 
bination strongly suggests that eclampsia is 
responsible for the morphologic changes ob- 
served in the kidney. We are, however, as 
yet unable to relate pathogenetically the 
glomerular and vascular degenerative changes 
directly, and both are, therefore, listed separ- 
ately as functionally significant lesions. 
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Eclampsia. Symbols represent from left to right: glomeruli, 
tubules, vessels, interstices. Continuous line means function- 
ally significant. Dotted line means functionally insignif- 
icant. Sequelae are not indicated. 
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(4) Intercapillary Glomerulonephrosis.— 
The only renal lesion in intercapillary glom- 
erulosclerosis specifically referable to a func- 
tional disorder is the deposition of hyalin- 
like material associated with diabetes and loss 
of albumin. The glomerular changes are in- 
variably present in diabetes with nephrotic 
syndrome and are therefore placed into the 
order of glomerulonephroses. In a large per- 
centage of cases, however, particularly in the 
old age groups, intercapillary glomerulo- 
sclerosis is not associated with nephrosis. We 
can only surmise that the focal glomerular 
changes in these instances are associated with 
hyperpermeability for albumin. This may not 
be sufficiently extensive to result in mani- 
festations of a nephrotic syndrome. 

Aside from these lesions, diabetes may af- 
fect the kidney in many different ways. The 
appearance of glycogen in certain tubular 
segments, benign nephrosclerosis, manifesta- 
tions of hypertensive uremia, and necrotizing 
papillitis may, or may not be found in con- 
junction with intercapillary glomerulosclero- 
sis and are respectively listed as superimposed 
or concomitant lesions. 


(5) Wire-Loop Glomerulonephrosis (Fig. 
4).—This conspicuous degenerative lesion of 
the glomerular capillaries is designated as 
glomerulonephrosis not only because of the 
structural changes but because of its func- 
tional significance. Renal involvement, if 
present in lupus erythematosus, may resemble 
clinically glomerulonephritis. As a rule, how- 
ever, there is no elevation of blood pressure 
and the nephrotic syndrome is predominant. 
The occurrence of red blood cells in the 
urine, if present, is probably due to focal 
necrosis of glomerular loops. There are, of 
course, other associated lesions, particularly 
those in smaller vessels; but all of them are 
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Wire-loop pee nephrosis. Symbols represent from left 
to right: glomeruli, tubules, vessels, interstices. Continuous 
line means functionally significant. Dotted line means func- 
tionally insignificant. Sequelae are not indicated. 
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focal in distribution and not related to im- 
pairment of renal function. The only, at 
least functionally, consistent morphologic 
disorder is the glomerulonephrosis. 

(6) Stasis Nephrosis—Thrombosis of renal 
veins in adults may result in the complete 
picture of a nephrotic syndrome. Hyperperme- 
ability of glomerular capillaries must, there- 
fore, be assumed. In this instance we are deal- 
ing with a functional degeneration not associ- 
ated with any significant morphologic 
changes. 

(B) TUBULAR NEPHROSES 


The morphologic criteria are not so de- 
finitive as those of glomerular nephroses. In 
some instances, however, they may permit the 
recognition of the type of functional disorder 
with which they are associated. This holds 
true particularly for the group of lesions for 
which we apply the term “functionally non- 
specific tubular nephroses.” Most function- 
ally specific types fail to reveal identifiable 
structural abnormalities. 

(1) Functionally Non-Specific Tubular Ne- 
phroses (Fig. 5)—This type of tubular ne- 
phrosis is characterized by decreased renal 
circulation and unselected tubular re-absorp- 
tion resulting in oliguria, anuria, and azote- 
mia. The morphologic manifestations are va- 
riable, but if fully developed, two patterns can 
be distinguished. 

(a) Endogenous Type.—This type of tu- 
bular nephrosis does not seem to be confined 
to any one specific segment of the tubules. 
They may reveal varying degrees of degenera- 
tive changes, including necrosis. Disturbances 
of enzymatic activity may be the only dem- 
onstrable alteration in some segments. Often 
the most striking feature is acute tubular dila- 
tation with flattening of epithelial cells. Minor 
degenerative changes in the glomeruli have 
been noticed but are apparently of little, if 
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Tubular nephrosis. Symbols represent from left to right: 
glomeruli, tubules, vessels, interstices. Continuous line means 
functionally significant. Dotted line means functionally in- 
significant. Sequelae are not indicated. 
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any, functional significance. In most in- 
stances there is also marked interstitial edema 
and inflammatory infiltration, particularly at 
the cortico-medullary junction. Although 
some, if not all, of the morphologic features 
may be absent at times, the characteristic tu- 
bular functional disturbances can in most in- 
stances be expected from histologic findings. 


These changes are seen under many dif- 
ferent conditions, most commonly related to 
shock, but they also occur in the course of in- 
fectious diseases. The etiology varies and the 
pathogenesis is yet obscure, although a de- 
creased renal circulation due to vascular spasm 
is favored by many. 

The term “endogenous” tubular nephrosis, 
is applied in contrast to the second type in 
which an exogenous toxin is known to be the 
etiologic factor. 


(b) Exogenous Type.— The basic func- 
tional disorder is the same. Mercuric ne 
phrosis, for instance, is characterized by re- 
duced renal circulation, oliguria, and azote- 
mia. In addition, however, the toxic agent 
destroys locally the tubular epithelial cells, 
thus resulting in extreme necrosis and often 
subsequent calcification. Tubular dilatation 
and interstitial serous inflammation may oc- 
cur in the early stages. 


(2) Functionally Specific Tubular Ne- 
phroses.—None of these functionally specific 
disorders can be recognized morphologically, 
yet they are listed as nephroses, which we de- 
fine as a metabolic anomaly incompatible 
with normal function. The order of “‘salt los- 
ing’’ nephrosis has been given a tentative place, 
although this seemingly specific functional 
disorder has not been adequately confirmed. 


(C) VASCULAR NEPHROSES (Fig. 6) 


Impairment of renal circulation may affect 
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Vascular nephroses. Symbols represent from left to right: 
glomeruli, tubules, vessels, interstices. Continuous line means 
functionally significant. Dotted line means functionally in- 
significant. Sequelae are not indicated. 
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the systemic circulation as well as the renal 
function as excretory organ. If an abnormal 
state of metabolism within the vessel wall de- 
creases the renal circulation below the thresh- 
hold of compatibility, we classify the lesion as 
a vascular nephrosis. It is irrelevant for this 
consideration whether the vascular lesions are 
intrinsic or extrinsic, whether they are hu- 
meral or neurogenic, whether they are mani- 
fested by hypertonicity or spasm, or whether 
they result in visible structural changes. 


It is important, however, to state specifical- 
ly that these vascular lesions fall under the 
category of nephrosis only if they are suffi- 
ciently severe and diffuse to affect the sys- 
temic circulation. The entire concept of vas- 
cular nephroses may, therefore, be equivocal. 
One may prefer to classify all these changes as 
functionally insignificant metabolic disorders. 
It is my own opinion, however, that extra- 
renal hypertension may result in permanent 
damage of the renal vascular tree, terminating 
in renal hypertension. It is this stage to which 
I refer as vascular nephrosis. 


Morphologic evidence of this stage is for 
the most part indirect. In the case of benign 
nephrosclerosis, the diffuseness of arteriolar 
degeneration may be helpful in conjunction 
with cardiac hypertrophy. In malignant ne- 
phrosclerosis, subendothelial proliferation and 
arteriolar necrosis with secondary damage to 
tubules and glomeruli are usually pathog- 
nomonic. Pure vascular spasm can be inferred 
only from massive or focal cortical necrosis 
and secondary focal necrosis of vessel walls 
with or without thrombi. 


Subsequent to longstanding nephrosclerosis, 
scarring of renal parenchyma may result in 
excretory renal insufficiency. For some time 
tubular hyperplasia can compensate for the 
lack of function of lost nephra provided a 
sufficient volume of blood circulates through 
the kidney, but the process may advance to a 
point of exhaustion of renal reserve power. 
To this phase Fahr applied the term decom- 
pensated nephrosclerosis characterized by im- 
pairment of renal function or uremia. This 
condition may be recognized in many in- 
stances by the finding of severe and diffuse 
arteriosclerosis, conspicuous hyperplasia of re- 
maining cortical tubules and the occurrence 
of focal degenerative glomerulitides. 


Nephroscleroses, in Fahr’s opinion, were 
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primary renal lesions and as such the cause 
of hypertension. He looked upon benign 
nephrosclerosis as a degenerative vascular 
change and upon malignant nephrosclerosis 
as an inflammatory lesion. We have come to 
recognize both as results of extra-renal hyper- 
tension and have come to use the term ne- 
phrosclerosis to describe only the renal changes 
which indicate that the hypertension has be- 
come irreversible, that is, renal in origin. We 
have also come to realize that the inflamma- 
tory vascular lesions in malignant nephroscle- 
rosis are secondary to arteriolar spasm and ne- 
crosis. Hence, we include them under vascu- 
lar nephroses. 


METABOLIC DISORDERS, FUNCTIONALLY 
INSIGNIFICANT 


These lesions, by definition, are not in- 
cluded in the category of nephrosis. The ap- 
pearance of fat, glycogen, hyaline droplets, 
bile, and so on, in epithelial cells may result 
in injuries to individual cells or cell groups 
but is not known to impair the tubular func- 
tion to a recognizable degree. For the sake of 
clarity and consistency, the term nephrosis, 
such as bile nephrosis, hemoglobin nephrosis, 
and so on, must be eliminated. If tubular 
nephrosis occurs in such cases, it does not re- 
sult from the excretion or absorption of any 
of these substances but is directly related to 
the underlying systemic disorder. 


SUMMARY 


The classification here presented is based 
upon an integration of morphology and func- 
tion. Each disease is defined by applying the 
concepts of general pathology, general physiol- 
ogy, special pathology, and special physiology 
in an alternating progressive manner. Within 
this system the order of nephrosis is recog- 
nized as a functionally significant metabolic 
anomaly. 

This principle can be applied in similar 
fashion to other concepts of general pathol- 
ogy, particularly to inflammatory lesions, 
where the functional significance generally 
parallels the extent of involvement. The 
practical usefulness of this method of classi- 
fication becomes apparent wherever the 
morphologically minded pathologist finds 
himself in conflict with the physiologic per- 
spective of the clinician. 
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PRE- AND POSTOPERATIVE CARE IN 
PROCTOLOGY* 


By Ronavp F. Evkins, M.D., F.A.C.S. 
Springfield, Missouri 


The ultimate goal of every proctologist is 
to attain sufficient knowledge and skill to 
take his patients through the course of proc- 
tologic surgery with a definite minimum of 
pain and discomfort and to shorten the post- 
operative time to a complete cure. 

The primary reasons why patients present 
themselves to a proctologist are that they 
have pain, anorectal bleeding, protruding 
masses, constipation, diarrhea, and last but 
not least, the inherent fear of cancer. It is 
necessary that the physician take sufficient 
time and care in eliciting a history of the 
chief complaints, the past history of surgery 
and illness, and the subjective findings of 
each patient. Following the history the pa- 
tient should then receive a very careful exam- 
ination of the anorectal area, and no rectal 
examination should be considered complete 
without a thorough proctosigmoidoscopic 
study. If the patient at the time of examina- 
tion is having anal spasticity and pain, it is 
best to apply an anesthetic jelly to the anal 
canal which gives immediate anesthesia and 
anal relaxation for at least twenty minutes. 
Patients truly appreciate this relief of pain 
and a more complete and satisfactory exam- 
ination can be made. If the patient has not 
been suitably prepared for the latter exami- 
nation arrangements should be made for an- 
other visit in the near future. By this the 
proctologist may protect himself against over- 
looking lesions in the upper portion of the 
rectum and lower sigmoid, and also gain the 
confidence of the patient who will realize 
that the doctor is thorough and complete in 
his examinations. Following the digital, ano- 
rectal, and proctosigmoidoscopic examina- 
tions if no cancer or tumors are found it is 
very important to explain to the patient that 
no such tissues have been encountered. It 
usually will be found to be a great source of 
relief to the patient to hear this. If malig- 
nancy is found it is felt that it is best to 
explain to the patient that the lesions exist 

*Chairman’s Address, Section on Proctology, Southern Med- 
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and no time should be lost in relieving the 
condition. It has been found of great value 
to have suitable pictures and illustrations of 
anorectal lesions available in explaining to 
the patient the conditions which exist in his 
or her case. This makes for a better under- 
standing between the patient and the doctor 
and conditions and reasons for the outlined 
treatment are much better understood. It 
also goes far in helping to gain the confi- 
dence of the patient and giving him an un- 
derstanding of his condition. Too many 
doctors apparently take for granted that the 
patient understands medical terminology and 
the scientific explanation of pathological con- 
ditions as well as the doctor himself. This is 
a mistake and leads to confusion on the pa- 
tient’s part. It is not an overestimation to 
say that confidence is 50 per cent of cure and 
results. 


Many papers have been based on question- 
naires sent to proctologists throughout this 
country and there can be no doubt that there 
is a definite unification to a certain degree as 
to the accepted pre- and postoperative treat- 
ment of proctologic procedures. Even so, we 
all have our various little quirks and ideas 
which in our own hands seem to work most 
satisfactorily. It is only through the sugges- 
tions and statements concerning the various 
procedures that we may learn of what has 
been successful for others, and when this 
knowledge is incorporated in our own routine 
procedures it may be of great benefit both 
to the patient and ourselves. It is taken for 
granted that no patient admitted to one of 
our hospitals today is taken to operation be- 
fore at least a complete blood count, bleeding 
time, coagulation rate, urinalysis, and proba- 
bly serologic tests have been made. These es- 
sential laboratory procedures should most 
certainly be on record before a surgical con- 
dition is treated. The preoperative treatment 
found most successful in our hands consists 
of the following: 

(1) Enemas. It is felt that the patient should re- 
ceive at least two cleansing saline enemas the night 
before operation. On the following morning, he 
should have one enema or at least enemas until 
the return is clear. Even in acute, painful, spastic 
anal inflammations satisfactory and more or less pain- 
less enemas can be given by the use of a small cath- 
eter attached to the rectal tip, the catheter being 
well lubricated. Cleanliness of the rectum and anal 
canal is of too great importance both to the patient 
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and the surgeon to be omitted in the preoperative 
treatment. 

(2) There is some discussion as to the shaving and 
preparation of the patient, yet it is felt that shaving 
of the perianal region should be done to prevent 
the possibility of infection and the suturing of hair 
shafts into incised and sutured areas. In all patients 
the perianal areas are either shaved or the hair is 
clipped with scissors close to the skin surface before 
operation. 

(3) The patients should be given suitable sedatives 
the night before an operation and preoperatively in 
order to minimize fear and nervous apprehension. 
Over-sedation should not be used and each patient 
should be studied as an individual and not treated 
in a routine manner as far as sedation is concerned. 
At the time of the discussion of the patient's condi- 
tion and the treatment advocated it is most impor- 
tant to discuss the desired anesthetic. It is felt that 
the patient should be allowed to make his or her 
decision as to a spinal or general type of anesthetic, 
and again, the patient’s physical and mental make-up 
should be studied to determine the type of anes- 
thetic best suited for his case. It has been found that 
if a patient has a fear of a spinal or local type of 
anesthetic and later has a postoperative headache or 
low backache he is definitely inclined to blame the 
anesthetic for the condition. If the patient has been 
given the right to choose his anesthetic and later 
has any of the above symptoms or findings, he better 
accepts the condition and no one is blamed because 
of his having been forced into taking a certain type 
of anesthetic. During the past two years a study has 
been made concerning the use of antibiotics pre- 
operatively such as sulfasuxidine or sulfathalidine in 
the relief or minimizing of postoperative pain and 
discomfort. There have been no consistent or satis- 
factory reasons or findings elicited to advocate the 
use of these chemotherapeutic agents as a preopera- 
tive measure. During the past two months drama- 
mine® in dosage of 50 mg. by mouth has been 
given two hours previous to operation and 50 mg. by 
hypodermic has been given immediately after sur- 
gery. This has been found to be of great value in 
the prevention of nausea and vomiting during the 
spinal anesthetic and following a general anesthetic. 


We, as operative surgeons in proctology, 
should never let ourselves become so self- 
satisfied and so confident in our surgery that 
we neglect to try constantly to improve our 
surgical technic. Good surgery calls for the 
ability to decrease trauma to tissues, and 
especially in proctologic surgery to reduce 
postoperative edema which is the cause of 
much postoperative pain. Much has been writ- 
ten and discussed as to the use of long- 
lasting anesthetic preparations at the time 
of operation or immediately following it. 
Apparently the oil-soluble preparations such 
as zylcaine® or a water-miscible solution such 
as efocaine® has met with widespread accept- 
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ance and use. If the surgeon employs either or 
both and has found that there has been no 
undue irritation, inflammation, or abscess 
formation resulting from their administration 
the continued use is endorsed. The effects of 
the medication vary in individuals. Even so, 
be it ever so meager, it is an important pain- 
relieving procedure. If the substances are used 
with care, the suggested directions are fol- 
lowed, and not too much of the solution is 
used at any one time, at least not over 10 cc., 
it is probable that it will not be a source of 
trouble. Following an anorectal operation, 
small gelfoam® pledgets are inserted into 
the anal canal. These act as hemostatic 
wedges, soon become soft and pliable, and 
do not cause pain from pressure. A very soft, 
rubber tube is inserted between the gelfoam® 
pledgets into the anal canal. This allows 
for the escaping of gas and the injection into 
the anus and rectum of warm oil or any other 
preparations the surgeon wishes to use post- 
operatively. The tube is so soft that it in 
itself causes no pressure and does not disturb 
the patient. Postoperative dressing should be 
made comfortable, as soft as possible, and yet 
have enough firmness to give the necessary 
pressure to the anal area. Many times a firm 
pressure to the anal area is more comfortable 
postoperatively than a soft, loose diessing. 
The postoperative period in proctology is 
a most important time for both the patient 
and the surgeon. Extremes may be found in 
overtreatment and undertreatment of the pa- 
tient during this time. If care has been taken 
in the preoperative preparation of the patient 
and in the handling of tissues at the time 
of operation the probability of pain and in- 
flammation is minimized. The acute pain 
and distress immediately following operation 
should most certainly be looked after and 
the patient made as comfortable as possible, 
and here again each case must be individual- 
ized. The postoperative dressings should be 
removed the evening after the operation and 
hot, saline packs should be applied for a 
period of at least two hours, ioilowed by a 
zinc oxide or furacin® dressing after the 
packs are removed. A full liquid diet is given 
on the evening after operation and the first 
day after. On the remaining days in the hospi- 
tal a careful, soft diet is advocated. Mineral oil 
is given on the first postoperative night and 
again on the afternoon and evening of the 
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second postoperative day, followed by a saline 
enema the following morning if the patient 
has not had a satisfactory bowel movement 
from the mineral oil. Patients are encour- 
aged to be up and out of bed on the second 
day and they usually feel better after moving 
around than if they remain in bed for the 
three or four days spent in the hospital after 
operation. As a rule, no other treatment is 
given than that listed which actually is a 
minimum; yet patients seem to feel better 
and make their own adjustments more easily 
without much interference by local applica- 
cations of solutions or ointments into the 
anal canal. Patients are usually told that 
their postoperative time of healing will be 
between two and three weeks, depending 
upon the extent of the operation. They are 
advised to use hot sitz baths when returning 
home, and they are told to stay on soft, easily 
digested foods and to refrain from all rough- 
age. Mineral oil is usually given each night 
for the first week and then the patient is 
changed to one of the bulk-forming laxatives. 
The patient is seen in the office on the sixth 
or seventh postoperative day at which time 
the anorectal area is thoroughly irrigated 
with witch hazel, the denuded, healing areas 
are treated with 1, 5, or 10 per cent silver 
nitrate solution, and one of the rectal oint- 
ments applied to the anal canal. 

These suggestions as to pre- and postopera- 
tive care have proved to be successful in a 
large series of cases and have involved a 
minimum of treatment with a maximum of 
benefit to the patient. 


OFFICE ORTHOPEDICS* 


By Guy A. Catpwe.t, M.D. 
New Orleans, Louisiana 


Diseases and injuries of the musculoskeletal 
system which are seen in ambulatory patients 
are numerous and often appear among those 
seen in the office of the general practitioner. 
A correct working diagnosis is the most impor- 
tant step in treatment of such patients. This, 
in turn, is based upon a careful history and 


*Read in Section on General Practice, Southern Medical 
Association, Forty-Sixth Annual Meeting, Miami, Florida, 
November 10-13, 1952. 

*From the Departments of Orthopedics, Ochsner Clinic and 
Tulane University School of Medicine, New Orleans, Louisiana. 
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examination; of the two, perhaps a detailed 
history is the more important. Too much 
emphasis cannot be placed upon the necessity 
for concentrated, thoughtful questioning of 
the patient to gain information concerning 
his background, environment and activities as 
well as the immediate and past symptoms of 
which he complains. It has been my experi- 
ence that nothing contributes so much towards 
a careful, thoughtful history as the act of re- 
cording it as it is being taken. 


The examination begins with watching the 
patient disrobe. Much can be learned about 
the “compensation case” by watching the pa- 
tient undress while diverting his attention by 
continuous questioning. With the patient un- 
dressed his age, height, weight, general pos- 
ture and gait should be noted. Each of these 
factors often has just as much bearing upon 
complaints referable to the feet as upon those 
relating to the back or hips. For the purposes 
of this discussion further details of the ex- 
amination of the various parts of the body 
must be omitted but it is well to remember 
the value of comparing the appearance and 
motion of an arm or a leg with that of the 
opposite extremity. 


Upon completion of the physical examina- 
tion one is frequently confronted with the 
need for roentgenographic and laboratory 
studies. These are usually available in or 
adjacent to the office building of most gen- 
eral practitioners. If they are to be useful, 
they must be done by competent technicians 
and the roentgenograms must be interpreted 
by an expert roentgenologist. 


With the data obtained from these studies, 
the physician can usually establish a work- 
ing diagnosis and thus consider the treatment 
that may be indicated. At this point it is im- 
portant to avoid making a snap diagnosis by 
giving insufficient thought to all the factors 
involved. A few moments of quiet concen- 
tration upon the whole problem, no matter 
how pressing may be the claims of other 
patients, is essential. 


Treatment should always be considered 
under the headings of general and local meas- 
ures. General therapeutic measures should 
include first, interpretation to the patient of 
the working diagnosis in reasonably compre- 
hensible, non-technical terms. Since most pa- 
tients come to us with fear, it behooves us 
first to reassure them as far as possible. To 
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this end nothing is so helpful as the pro- 
nouncement of a definite working diagnosis 
in simple terms. Nowadays it is also usually 
essential to explain that the condition in hand 
has no relation to cancer, tuberculosis or 
rheumatoid arthritis, if this can be done. 


Also under general measures is an explana- 
tion relating to the patient’s activities, since 
we are always dealing with problems arising 
from the musculoskeletal system. Such in- 
struction may vary from emphasis on complete 
bed rest to the other extreme of vigorous 
postural or weight bearing exercises. Bed 
rest for two hours at mid-day, avoidance of 
stooping and lifting, or use of crutches or a 
cane may be indicated and should be ex- 
plained in detail. For those who are over- 
weight, detailed discussion of a dietary regi- 
men is essential. 

Local measures are directed to care of the 
causative lesion, such as wounds, fractures or 
articular diseases, and will be discussed in 
more detail as they relate to specific problems. 
Physical therapy for relief of pain and restora- 
tion of function should also be considered as 
local measures. Simple treatments which can 
be carried out at home are often as valuable 
as those given by physical therapists but 
should be explained in detail and their value 
emphasized if the patient is to be expected 
to follow them. The technic of massage, if 
advised, should be demonstrated. Exercises 
should be carefully explained and the patient 
should be made to perform them under di- 
rection. 


Medications are perhaps of least importance 
in the general therapeutic armamentarium of 
the orthopedist, but should never be forgotten. 
Sedatives, employed at the proper time, are 
most gratifying to the patient and should be 
liberally used. Specific remedies are few but 
colchicine for gout, myanesin (tolserol®) for 
muscle spasm and phenylbutazone (butazoli- 
din®) for bursitis should be remembered. 

Bursitis —Acute subacromial bursitis, with 
or without calcified deposits in the bursa or 
tendinous cuff, sometimes may be relieved by 
injections of procaine hydrochloride. How- 
ever, the success of this treatment depends 
upon accurate introduction of the needle into 
the tendinous focus so as to puncture the re- 
taining membrane, relieve the tension and dis- 
sipate the calcified deposit. If the surgeon 
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succeeds in penetrating the focus and ruptur- 
ing the retaining membrane with the injection, 
the associated pain is usually relieved. Often, 
however, he fails and the patient then is more 
miserable than before. Therefore, one of 
several other treatments is usually adopted. 
Roentgen therapy combined with adequate 
sedation with opiates and the use of a sling 
often gives relief in the course of a few days. 
Daily administration of 200 mg. tablets of 
butazolidin® every four hours for four doses 
has given prompt relief in several recent cases. 
However, in the acute recurrent cases with cal- 
cified deposits we believe it advisable to op- 
erate, expose the focus, incise the tendon and 
remove the calcified deposits with a curette 
and by lavage. 


The chronic “frozen shoulder” (adhesive 
capsulitis or peri-arthritis), with considerable 
limitation of abduction, and internal and ex- 
ternal rotation of the shoulder, presents a dif- 
ferent problem. Roentgen therapy, injections 
and even operative intervention seldom give 
rapid or lasting relief. The mainstay of treat- 
ment for such cases is patient and persistent 
stretching of adhesions by vigorous, voluntary 
exercises taken at frequent intervals each day. 
In addition, at least once each day, hot appli- 
cations or diathermy should be administered 
to the shoulder muscles and followed by mas- 
sage. The patient requires several weeks of 
such intensive treatment in order to regain 
even half of the lost motion and freedom from 
pain, and complete range of motion is seldom 
realized before several more months. How- 
ever, practically all ultimately recover satis- 
factorily. 


Ganglions.—The proverbial treatment for 
ganglion of the wrist was to rupture it by a 
smashing blow with the family Bible. Aspira- 
tion of the gelatinous contents through a large 
needle and production of multiple punctures 
of the ganglion wall, followed by use of a 
pressure dressing, have also been recom- 
mended. Both of these could be office pro- 
cedures but the percentage of recurrences has 
been great enough to discredit them. Surgical 
excision, now considered the treatment of 
choice, requires hospital facilities. 

Hypertrophic Arthritis of the Knee.—Intra- 
articular injections of hydrocortisone acetate 
(compound F) have been used during the past 
year for relief of the symptoms associated with 
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hypertrophic arthritis of the knee. The ma- 
jority of patients so treated have been relieved 
of symptoms for periods varying from a few 
weeks to several months. This drug has proved 
less helpful, however, in other forms of hyper- 
trophic arthritis and difficult to inject into 
joints other than the knee. 

Static Foot Disorders—Tenderness or a 
painful callus beneath a metatarsal head may 
be relieved by application of a felt pad to the 
sole of the foot just behind the metatarsal 
heads. A round pad should be made of one- 
half inch felt, three inches in diameter, bev- 
elled at the edge. It should be held in place 
by strips of two-inch adhesive which encircle 
the metatarsal portion of the foot. Pain in the 
region of the longitudinal arch with tender- 
ness over the plantar fascia also may be re- 
lieved by wearing of a similar felt pad shaped 
to fit the arch and bound to the foot with ad- 
hesive strips extending upwards along the 
sides of the ankle and leg much as they are 
applied for a sprained ankle. 

Wounds.—Suture of clean incised wounds 
of the extremities, particularly those of the 
hands and feet, may be undertaken in an office 
where nursing assistance, sterile drapes and in- 
struments are available. In deep lacerations 
often one or more muscles, tendons or nerves 
have been severed; therefore, before being su- 
tured they should be carefully inspected to 
see that all voluntary movements of parts 
distal to the site of injury are preserved. When 
a severed nerve, tendon or muscle is recog- 
nized, the wound should be dressed and the 
patient sent to a hospital where the facilities 
are adequate for enlarging the exposure and 
performing careful anastomosis and closure. 
Severe lacerations of dirty hands or feet, before 
being sutured, require thorough cleansing and 
debridement and therefore should be treated 
in the hospital rather than the office. 

Fractures.—Nearly all simple fractures with- 
out displacement can be suitably immobilized 
in an office where splints and plaster are 
available. Undisplaced fractures of bones of 
the digits, hand, wrist and forearm, and even 
those of the elbow, humerus and shoulder, 
may be so treated. Likewise many fractures 
of the feet, ankles and legs with no displace- 
ment may be properly splinted in the office 
but patients with fractures about the knee, 
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femur or hip should be sent to a hospital for 
treatment after transportation splints have 
been applied. 


Fractures of the head and neck of the hu- 
merus which are impacted or but slightly dis- 
placed do not require reduction and may be 
immobilized simply with a sling and body 
swathe. Early union without stiffness of the 
shoulder is more certain if a program of re- 
laxed, voluntary movements is instituted after 
four or five days. 

Displaced fractures of the hands, wrist or 
ankles may sometimes be reduced under local 
anesthesia and suitably splinted in an office. 
However, reductions so attempted are often 
unsuccessful and it is a safer general rule to 
refer all patients with displaced fractures to 
the hospital where a general anesthetic may 
be administered and postreduction roentgeno- 
grams may be promptly made. 

Compound fractures, which nearly always 
require debridement and open reduction, 
should receive only emergency care and splint- 
ing in an office. 

Patients with uncomplicated rib fractures 
may be made more comfortable by limiting 
their thoracic movements with strips of ad- 
hesive tape, an ace bandage or a canvas Sam 
Browne belt. Further relief may be provided 
by injection of the intercostal nerves proximal 
to the site of fracture with a 1 per cent so- 
lution of procaine hydrochloride or, for pro- 
longed action, with a 4 per cent solution of 
bromsalizol.® The latter procedure requires 
skillful insertion of the needle to avoid punc- 
ture of the lung. 

Greenstick fractures of the clavicle in chil- 
dren require only a protective dressing, which 
can be applied in an office. A Sayre or 
figure-of-eight bandage applied to the two 
shoulders with an ace bandage and combined 
with a sling will suffice. Even displaced frac- 
tures of the clavicle can often be reduced 
under local anesthesia and suitably splinted 
with a clavicular cross or a Billington plaster 
yoke. 

SPRAINS 


Ankle.—After preliminary examination in- 
cluding roentgenography to rule out a frac- 
ture, the foot and leg should be prepared for 
the application of adhesive and cleansed and 
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draped for the injection of procaine. The op- 
erator should then palpate carefully to locate 
the acutely sensitive points over articular lig- 
aments and capsule. At each tender point the 
needle should be introduced into the capsule 
or ligament and 0.5 to 1 cc. of a 1 per cent so- 
lution slowly injected. After all tender points 
have been infiltrated, the ankle should be 
strapped in a position to relax the injured 
ligaments. An elastic bandage should be ap- 
plied over the adhesive and carried up about 
the calf of the leg. 

Severe sprains can be recognized by exten- 
sive ecchymosis, rapid and extensive swelling, 
and sometimes after injection, by abdominal 
mobility. Such ankles should be immobilized 
in plaster for two or three weeks before 
weight bearing is permitted. 

The slightly or moderately sprained knee, 
as indicated by local swelling and tender- 
ness over one of the principal supporting 
ligaments, may be injected, strapped and 
bandaged, and limited weight bearing per- 
mitted as swelling and pain subside. In the 
acute stage it is frequently difficult or im- 
possible to differentiate a sprain from a torn 
and displaced semilunar cartilage but the 
latter condition is suggested when the knce 
fails to extend fully after the tender ligaments 
have been infiltrated. Severely sprained knees 
with hemarthrosis and perhaps abnormal lat- 
eral mobility should be immobilized in plaster 
after the bloody articular fluid has been as- 
pirated. 

The sprained back presents the same 
problems as those of the sprained ankle and 
knee, complicated, however, by the fact that 
swelling, ecchymosis and well localized tender- 
ness are deeper and less obvious. It therefore 
becomes more difficult to establish the pre- 
cise location of the small, sprained articulation 
and its supporting ligaments and to judge the 
severity of the injury. However, the pain and 
tenderness are usually evident enough to di- 
rect the injection of procaine. The objective 
is to infiltrate the interspinous and interlam- 
inal ligaments and, if possible, the capsule 
of the articular facets. The fascia and tendin- 
ous origins of the erector spinae should also 
be infiltrated if there are multiple tender 
points. Following the injection adhesive strap- 
ping may be applied in mild cases and limited 
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activity permitted. However, in those sprains 
judged to be severe, bed rest on a firm mat- 
tress is indicated and should be continued 
until the patient can move about in bed and 
sit up with little or no pain. Then, and only 
then, should activity be permitted, preferably 
with the support of a well fitted corset com- 
bined wih application of heat and massage. 


Low Back and Sciatic Pain.—Before the rup- 
tured or protruded intervertebral disk was 
recognized as a clinical entity, many attempted 
to arrest sciatic pain by injecting the nerve 
at the sciatic notch or by introducing the 
solution of procaine hydrochloride into the 
sacral canal. These procedures usually were 
unsuccessful because, as we now recognize, 
the solution was introduced peripheral to the 
site of actual root pressure. In view of our 
present knowledge of the origin of sciatic 
pain, there seems to be little reason to expect 
to relieve it by any type of injection. 


Manipulative procedures for relief of low 
back and sciatic pain have been popularized 
by the osteopaths and used to a limited extent 
by some of the medical profession. Undoubt- 
edly, they give temporary relief in some cases 
and complete remission of symptoms in others. 
Manipulations are contraindicated in the pres- 
ence of an active inflammatory lesion, a tumor 
of the spine or a fractured pedicle, but when 
these have been excluded by roentgenographic 
studies, there remains a logical though limited 
application of this procedure. Although pa- 
tients often tell us that they felt “something 
slip” in the lower part of the back, and it feels 
as if there is still “something out of place,” 
we know from the roentgenograms that an 
actual dislocation or demonstrable sublux- 
ation does not exist. Therefore, a manipula- 
tive procedure designed to reduce a dislocation 
or subluxation of the sacroiliac lumbosacral 
joints is illogical. We know, however, that 
unilateral muscle spasm usually dominates the 
clinical picture in such cases. We know, too, 
that as preliminary steps, the osteopath care- 
fully positions the patient so as to relax the 
tense dorsal muscles and spends some time 
administering heat and massage to obtain fur- 
ther relaxation. It therefore seems probable 
that the manipulations which are performed 
only after adequate relaxation has been ob- 
tained serve only to restore the normal range 
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of motion that was previously inhibited by the 
unilateral muscle spasm. Therefore, in think- 
ing of such treatments, emphasis should be 
placed upon arrest of the muscle spasm by 
positioning and the application of heat and 
massage rather than the manipulative pro- 
cedure. This probability seems more certain 
when we realize that often similar relief is ob- 
tained without manipulations simply by ad- 
ministration of an opiate, bed rest and heat, 
or by injections of a local anesthetic to relieve 
the muscle spasm. 

Of the numerous manipulations recom- 
mended for low back pain, the maneuver most 
generally accepted by physicians who use 
them is based upon rotation of the pelvis and 
counter rotation of the shoulders with the pa- 
tient prone. 

Spinal Conditions Requiring Support—A 
simple support for the neck which will limit 
flexion, extension and rotation is indicated 
for relief of muscle spasm and pain associated 
with torticollis, chronic arthritis, some shoul- 
der-arm syndromes and the like. A modified 
Thomas collar of fiber board, felt, cotton and 
stockinette can be made in the office and is 
readily fitted and adjusted. Whereas it gives 
comfort in mild cases, it cannot replace the 
snug plaster or molded leather supports when 
complete fixation is required. 

Supports for the joints and muscles of the 
lower part of the back vary from adhesive 
strapping, which provides only slight support, 
to the most complete fixation in plaster. For 
office use, adhesive strapping and corsets are 
most applicable. To be effective, all supports 
should limit motions of the lower portion of 
the back. Therefore, they should encircle the 
waist and extend high enough in back and 
front to prevent forward bending. 


SUMMARY 


The general practitioner sees many patients 
with conditions referable to the musculo- 
skeletal system. The most important step in 
treatment is a correct working diagnosis, which 
is based upon information gathered from a 
careful history and physical examination, com- 
bined with roentgenographic and laboratory 
studies, when necessary. General therapeutic 
measures include interpretation to the patient 
of the working diagnosis and an explanation 
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relative to the amount of physical activity 
permitted. Specific treatment is directed 
toward care of the particular condition en- 
countered. The office management of some 
of the conditions commonly encountered is 
discussed. 


DISCUSSION (Abstract) 


Dr. R. Beverly Raney, Chapel Hill, N. C.—Office 
treatments common to the orthopedist and to the 
general practitioner are and should be legion. They 
concern all minor orthopedic affections and mild de- 
grees of many additional orthopedic entities. 


Unlike physicians with a wider viewpoint, ortho- 
pedic surgeons are likely to consider the patient 
as made up of three parts: spine, upper extremities, 
and lower extremities. As Dr. Caldwell has pointed 
out, many acutely painful conditions of the neck re- 
spond to a simple support. The Schantz cotton collar, 
which may be made up easily in the office, is often 
helpful. Chronic conditions of the neck may be treated 
effectively with simple head halter traction used at 
night, apparatus and instruction being given to the 
patient at his office visit. When acute low back pain 
is accompanied by sharply localized tenderness, the 
patient may receive prompt and sometimes lasting 
relief from procaine injection of trigger point or of 
tender fatty nodule, a simple office procedure, rela- 
tively safe when proper precautions are observed. 


In the upper extremity, the painful shoulder may 
often be relieved by block of the suprascapular nerve 
with procaine or a similar agent of more prolonged 
action. At the elbow, the distended olecranon bursa 
responds to aspiration and the prevention of pressure, 
and radiohumeral subluxation in children is cured by 
a momentary manipulation. Early or mild phases of 
DeQuervain’s tenosynovitis in adults, and of trigger 
thumb in infants, sometimes respond to simple im- 
mobilization. Baseball or dropped fingers are ef- 
fectively treated by support in the proper position 
with malleable metal splints. 


Many painful affections of the lower extremities, 
such as degenerative arthritis of hip or knee, may be 
relieved by home traction at night, after the necessary 
apparatus and instruction have been given to the 
patient in the office. Numerous indeed are the dis- 
abling affections of knee, ankle and foot which respond 
to heel or sole elevations, arch supports, corrective 
adhesive strapping, and pads for the relief of localized 
pressure. 


A large group of more complex orthopedic entities 
cannot be treated effectively in the office. In such 
conditions, however, office procedures frequently ac- 
complish two useful objects: they relieve the patient's 
outstanding symptoms until more specialized facilities 
for diagnosis and treatment can be made available, and 
they serve as therapeutic tests of the need for hos- 
pitalization and, perhaps, for orthopedic surgical 
measures. 


|_| 
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AN INTRODUCTION TO THE 
PROBLEM OF THE ALCOHOLIC* 


By Leonarp L. WeiL, M.D. 
Miami Beach, Florida 


Despite the title of this paper, “An Intro- 
duction to the Problem of the Alcoholic,” it is 
generally accepted that there is no alcoholic 
per se. OF greater significance, there is no 
alcoholism as such. Instead, there are thou- 
sands of friendly, cooperative people who rec- 
ognize that they should not drink alcohol 
but admit their inability to refrain from its 
use. 

The problem of alcoholism is divided into 
three parts: (1) the etiological factors creating 
the situation; (2) the treatment of acute alco- 
holic intoxication; (3) the treatment of with- 
drawal symptoms or the hangover. When one 
contemplates the alcohol addict, it is espe- 
cially significant that consumption of alcohol 
has been an almost universal phenomenon. 
There is scarcely a culture that has not used 
fermenting beverages to some extent. How- 
ever, addiction as a social problem has, up 
until the present, been virtually unknown in 
many civilizations. It is because of this wide- 
spread use and the dangers implied therein 
that the interest of many organizations has 
been aroused, including the Licensed Bever- 
age Industries, Inc., the Metropolitan Life 
Insurance Company, the United States Public 
Health Service, Consolidated Edison of New 
York, DuPont de Nemours, together with 
certain of our state governments, such as 
those in Connecticut, New Hampshire, New 
York, Oregon, Utah, Virginia and Wisconsin. 
The National Committee on Alcoholism is 
now in its seventh year of activity and cites 
continued progress in this field. 

The reasons for drinking, as stated by the 
patients, may generally be treated as endog- 
enous or exogenous. Such factors as feeling 
of insecurity, loneliness, tension, insomnia, 
self-consciousness, dissatisfaction with physical 
make-up and with own achievements are all 
phrases which appear frequently in histories 
of patients. Exogenous factors such as in- 
creased responsibility, world situations, the 
birth of children, deaths in the family, busi- 
ness problems, marriage, financial stress, loss 
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of money or marriage of children are men- 
tioned frequently. Close mother attachment, 
overindulgent mother, close parental attach- 
ment and friction with family, appear in 
many of the patients; and sexual maladjust- 
ment was regarded as an important factor 
in a number. Other terms which appear 
with frequent rapidity in case history taking 
are those of personality traits, sensitiveness, 
shyness, self-consciousness, inadequacy, inse- 
curity, seclusiveness, timidity, anxiousness, 
rigidity, moodiness. Also are found such etio- 
logical factors as social inability, hypochondri- 
asis, compulsion and obsession, enuresis and 
eating problems. Of interest are traits such as 
gambling, temper tantrums and_ behavior 
problems together with overt homosexual 
practices in a few cases. 

It is a feeling of some that~the use of 
alcohol is engendered by the same factors 
that lead the patient to the use of opium, 
morphine, barbiturates or other narcotics. 
They feel that its widespread use is due to 
the availability of the drug; and one psy- 
chiatrist entertains an interesting thought 
that were this habit not to be associated with 
loss of motivation, it would represent an easy 
solution for the escapist needs of its users. 
However, in this loss of motivation, he likens 
it to the importation of huge quantities of 
opium into China and its free use by the 
populace which also led to mass loss of moti- 
vation and therefore, then, failure of the 
country to have the desire to defend itself. 
More broadly speaking, this line of reasoning 
would tend to prove that the problem of 
alcoholism has little to do with CH,;,CH,OH 
but rather with the problems of the individ- 
uals who utilize the anesthesia that the drug 
produces. 

Another theory, voiced in Dr. William’s 
book on “Nutrition and Alcoholism” con- 
cerns reasoning that alcoholism stems from 
both an inborn or hereditary trait and a nu- 
tritional deficiency. Still another theory, 
Smith’s investigation of alcoholism as a meta- 
bolic disease associated with some degree of 
adrenal cortical insufficiency, has not as yet 
produced any important confirmatory contri- 
bution. 


To reorganize all these individual lives of 
alcoholics there is no single therapy. The 
public clinic by coordinating the activities of 
the psychiatrist, the internist, the psycholo- 
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gist, and psychiatrically trained worker; by 
using the services of hospital and laboratory 
facilities and consultants in other fields, can 
approach the problem with a range of diag- 
nostic and remedial skills capable of dealing 
with the individual differences of the alco- 
holic. This formulation bears slight resem- 
blance to those of the sin and apple schools. 
We have come a long way. 

The treatment of the habit state embodies, 
today, an older method known as the con- 
ditioned-reflex-aversion method _ utilizing 
emetine, apomorphine, and even a newer one, 
tetraethylthiurimide sulphide, commonly 
known as antabuse,® which since October 
1951 has been approved by the government 
and is now for sale on physicians’ prescription. 
French investigators claim the best all around 
results with ethyl alcohol extracted liver glu- 
cose solution, claiming that it depresses the 
addict’s craving for liquor. All French writ- 
ers emphasize the need for psychotherapy to- 
gether with these methods. 


It is the feeling of Dr. Carl Menninger of 
Topeka, Kansas that in the treatment of all 
mental ills, hope and optimism must be of- 
fered the patient. If this cannot be, it is the 
duty of the therapist to withdraw his obliga- 
tion to the patient and to refer him elsewhere 
for treatment. It is felt that the conditioned- 
reflex-aversion method, regardless of how 
utilized must be combined with psychother- 
apy, a psychological survey, and sociologic 
adjustment. 

Alcoholics Anonymous has served a_pur- 
pose far greater than that of any other single 
agency to date. Its modus opperandi will 
be discussed in another paper, but from this 
writer’s viewpoint it is the encouragement, 
humility, fellowship, understanding and op- 
timism offered by this group to the alcoholic 
that is beneficial. 

The treatment of acute alcoholic intoxi- 
cation has to do with the intravenous infu- 
sion of glucose together with vitamins C, B,, 
B,. and sedation. With such management 
the acute alcoholic intoxication can usually 
be coped with. Should depression of the 
respiratory center be a predominant factor, 
oxygen and artificial respiration must be em- 
ployed. 


The treatment of the withdrawal symp- 
toms, or the hangover, has to date been en- 
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tirely unsatisfactory, since no treatment is 
effective. The headache, nausea, emesis, 
nervousness, queasiness, and irritability are 
commonly accepted symptoms of the “morn- 
ing following the night before.” The number 
of therapeutic measures employed are limited 
only by the number of hangovers. Each indi- 
vidual has his own theories regarding the 
cure of this acute state. These treatments 
vary from the ingestion of large amounts of 
tomato juice mixed with A-1 sauce through 
the gamut to the point of prayer that the 
world will quickly come to an end. None of 
these methods is outstandingly successful. 
Sedation, sleep, and the correction of deple- 
tion of glucose in the body are the goals 
most sought for by the therapist. It is inter- 
esting to note that it is at this time that the 
patient is most susceptible to suggestion that 
more permanent aversion therapy be insti- 
tuted. 


The problem of the alcoholic addict sin- 
gularly falls in the realm of general practice. 
It is the family physician who usually is con- 
sulted. The responsibility of the practitioner 
is not one to be taken lightly. It is his under- 
standing of human frailty, his sympathy 
for his fellow man, his understanding of 
the problems that beset the species homo 
sapiens, that make his shoulders broad 
enough to sustain him who cannot sustain 
himself. 


With the ever-increasing number of pa- 
tients who seek aid when confronted by the 
problem of alcohol addiction, it behooves 
the family physician to evaluate more care- 
fully the problems of humanity. His under- 
standing, his humility, his acceptance of the 
role of God's healer on earth, will bring him 
closer to the realization, “There, but for the 
grace of God, go I.” 


THE USE OF ANTABUSE® IN THE 
ALCOHOLIC PROBLEM* 


By Joun J. McAnprew, M.D. 
Miami, Florida 


A better title of this presentation might be 
“The Use of Antabuse® to Assist in the Re- 
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vealing of Disorders that are Concealed by 
the Excessive Use of Alcohol.” For, with 
antabuse® is achieved just one purpose, and 
that is the chemically enforced sobriety of 
the patient. 

Alcohol, from a psychiatric standpoint, must 
be regarded as a mask behind which the neu- 
rotic and the immature hide. Alcohol is also 
a means by which the borderline psychotic 
often eludes detection. 


Alcoholism is not a disease. It is a symp- 
tom. It is a symptom of underlying person- 
ality disorder. There is first, the drinker who 
attempts to increase appetite, promote con- 
versation, and to fulfill his needs when in the 
company of others. That is the so-called social 
drinker. Upon occasion he may imbibe too 
much and become a joy or a nuisance or 
both, but that is the extent of it. There is 
secondly, the individual who drinks almost 
every day without respect to social or con- 
vivial functions and who may or may not be 
missing from work for periods of time, or who 
may remain semi-intoxicated practically all of 
the time in order to maintain the dissolution 
of his internal conflicts. That is the drunkard. 
The third type is the true alcoholic or al- 
cohol addict. This is the individual whom 
you may see socially as the total abstainer; 
for if a man does not take a drink at all, he 
is either a teetotaler or an alcoholic or both. 
For the alcoholic becomes addicted to alcohol 
almost upon his first swallow and once he 
starts drinking, he cannot stop without going 
through a postaddictive withdrawal state. 
There appears to be in this addiction as in 
other addictions a physical problem of de- 
ranged physiology for disturbed function in 
addition to the psychic and emotional de- 
pendency upon the drug. 


It was quite natural that any drug that 
caused an excessive drinker to become sick 
instead of drunk would be received with in- 
terest. Such a drug is antabuse.® 


Antabuse® is a commercial name for tetra- 
ethylthiuram disulfide. Historically, it was 
first brought to attention when it was found 
that this drug decreased the tolerance for al- 
cohol in those exposed to it in the rubber 
industry. In Europe, particularly in Denmark 
and Sweden, it was used as an anthelmintic. 
Patients on this drug, under treatment for 
worms, had a moderately severe and disagree- 
able physical reaction after contact with al- 
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cohol. This property of clinical antagonism 
with alcohol was exploited medically in those 
countries, particularly Denmark. 

It was introduced in this country a very 
few years ago and for the past year or so has 
been available on prescription only, after two 
years of investigation and final sanction by 
the Pure Food and Drug Administration.* 
The original studies upon its relation to 
alcohol were done by three Danish work- 
ers, Doctors Martenson-Larsen, Erick Jacob- 
son and Jens Hald. 

Commercially, this drug comes in tablet 
form. The tablet is cross-creased so that it 
may be divided into four parts with fair 
accuracy and ease. It is a large tablet and 
contains 0.5 gram of antabuse.® It is prob- 
ably not because of the degree of perfection 
in swallowing attained by these patients, but 
they experience no difficulty in taking this 
large tablet. The pharmacology and physio- 
logical action of antabuse® are not fully un- 
derstood. It is thought to be excreted into the 
feces at the rate of approximately a gram 
a day. It is further thought to be excreted 
through the biliary tract. 


Physiologically, antabuse® interferes with 
the normal metabolic breakdown of alcohol 
in the body. One of the products of alcohol 
oxidation in the body is acetaldehyde. This is 
not an end product, rather the formation of 
acetaldehyde is a product of incomplete alco- 
hol oxidation. Specifically, there is thought to 
be an inhibition of the xanthine oxidase en- 
zyme so that the enzymatic oxidation of alco- 
hol is incomplete. With the oxidation of alco- 
hol arrested at the acetaldehyde level, it is 
easily seen that there is a remarkable rise in 
serum acetaldehye. The clinical picture is that 
of acetaldehyde poisoning with phenomena of 
body flushing, cardiac palpitation, fall in 
blood pressure, headache, vomiting, dyspnea 
with hyperventilation and, finally, exhaustion 
and collapse. This picture can be reproduced 
by giving acetaldehyde intravenously. This 
has been done. 

Antabuse® therapy is designed to produce 
a certain amount of this clinical picture in 
conjunction with alcohol without endanger- 
ing the patient’s life if he should drink. In 
my hands before antabuse® administration the 
patient must be alcohol-free for at least one 
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week. Hospitalization may be necessary to 
achieve this status. Antabuse® administration, 
at first, with each new patient, must be em- 
pirical. My present program usually is four 
tablets on the initial day, giving him one 
first, in order to determine the presence or 
absence of any undue sensitivity or reaction. 
Once this lack of sensitivity is established, 
then all daily dosages are given at one time 
on the day of administration. The first day, 
in the average sized adult, four tablets are 
given. The next day, three tablets are given. 
The next day, two tablets are given. Then 
a tablet a day is used after that. After a week 
or so of drug administration, the patient is 
given an alcohol test to determine the degree 
of intolerance for alcohol produced. Some in- 
vestigators, particularly Fox in New York, 
recommend a dosage of antabuse® of simply 
one tablet daily for ten to fourteen days, or 
approximately two weeks, then a test with 
alcohol. 

My alcohol test is as follows: one ounce of 
whiskey, the patient’s own brand if possible, 
is used in the test. The patient is placed in 
bed and he drinks one-half ounce of whiskey 
slowly. A nurse remains in constant attend- 
ance with frequent blood pressure recordings, 
the cuff to be left on. If no undue reaction is 
noted, in one-half hour the remaining one-half 
ounce is given the patient and he is observed 
again. If the reaction has been sufficiently dis- 
agreeable, without undue clinical alarm, then 
the dosage is as it should be. After this test, 
dosage can be regulated with subsequent alco- 
hol tests at intervals of a month or two to de- 
termine the clinical response to the dosage 
change. It has been my practice to repeat the 
test in a month or so even without necessary 
change in dosage, for there may be physio- 
logical change within the individual from 
time to time. On the more severe side, I have 
had no reaction that did not respond to the 
intravenous use of vitamin C, small dosages 
of atropine or epinephrine and oxygen ad- 
ministration. Most reactions are of a circu- 
latory variety and primary attention is di- 
rected toward the cardiac status of the patient. 
Size and weight of the patient are dosage con- 
siderations. 


Medical contraindications are myocardial 
disease or failure, advanced hypertension, dia- 
betes, epilepsy, nephritis, thyroid disorders of 
severity, advanced liver cirrhosis, pregnancy 
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and paraldehyde addiction. Medically, as can 
be seen, these people require a fairly com- 
plete work-up. The importance of some side 
effects clinically of the drug itself are sedation, 
decreased libido and some mild gastro-intes- 
tinal disturbances. Practically all can be con- 
trolled by dosage regulation. 

Psychiatric evaluation of these patients prior 
to antabuse® administration cannot be too 
much stressed. It is of the utmost importance 
in giving this drug. It must be remembered 
that people drink many times because they 
cannot stand or withstand sobriety. And 
whenever we listen to someone say, and say 
conscientiously, if only so and so would stop 
his drinking, the implications are that he 
would be better. But the facts are that he 
might be very much worse. The ability of the 
patient to accept this type of treatment does 
not necessarily depend upon his own conscious 
mechanisms. For example, traumatic child- 
hoods may prevent some from accepting the 
symbolic therapeutic figure of antabuse® as a 
parent substitute. 

It must be remembered that antabuse® has 
a prolonged anti-alcohol effect when once 
instituted. This can last for two or more 
weeks in some patients, but most certainly he 
cannot take a drink instead of his drug any 
given morning and get away with it. In this 
trap of sobriety he may be forced to utilize 
the very last defense of the personality, which 
is the psychotic reaction. 

Definite psychiatric contraindications are 
any overt psychosis, the psychopathic person- 
ality, the borderline psychosis and mental de- 
ficiencies if pronounced, and the reason why I 
stress psychiatric evaluation is so that these dis- 
orders may be recognized even with a neurotic 
personality: that is, if they are hiding behind 
a psychoneurosis, which is presenting. Emo- 
tional ‘immaturity is the biggest single finding 
in the personality of the excessive user of al- 
cohol. That should be remembered in the 
handling of the individual on antabuse.® 
Emotionally, the physician is probably dealing 
with a child and children will play hookey. 
They should carry a card on their person with 
the physician’s name and the fact of their tak- 
ing this drug, with instructions for hospitaliza- 
tion, instead of imprisonment in the event of 
bizarre behavior. 


Antabuse® should not be considered a sub- 
stitute for any of the existing therapies. It 
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is rather an addition to them. It is an addi- 
tion in that, in many cases, it may make spe- 
cific care for the underlying personality dis- 
order possible. There is a tremendous dif- 
ference between the individual who is forcibly 
pushed away from alcohol by chemical or 
other means of incarceration, and the individ- 
ual who finds inner tranquility and no longer 
requires alcohol as a solvent for his inner con- 
flicts and who, by that tranquility, no longer 
requires antabuse® either, which does not dis- 
solve any conflicts but merely sees to it, chem- 
ically, that the individual cannot use alcohol 
and dissolve them in that way. All of us who 
do psychiatry have found that in many cases 
our psychiatry could not compete with the 
corner saloon in making our patient feel bet- 
ter immediately. As Dorothy Parker once 
said, “Liquor is quicker.” Our psychiatry is 
a slower process. Antabuse® helps us in psy- 
chiatry in that our care may be given the time 
it requires for possible effect. It also saves us 
the embarrassment, as has happened to all of 
us, of our patient’s leaving our office and head- 
ing straight for the nearest bar. This face- 
saving function of antabuse® is, of course, not 
its Main purpose. 

In conclusion, antabuse® is a drug that may 
be used only with the patient’s complete 
knowledge, agreement and understanding. 
Without the patient’s endorsement of the pro- 
gram, there will be no program. In many pa- 
tients, the urge to drink is present only at 
certain times. These times may not be too 
long in duration. These patients, at other 
times, may despise their use of alcohol. Such 
a patient is the ideal antabuse® candidate. 
Antabuse® should not be given to patients 
whose psychiatric illnesses require hospitaliza- 
tion procedures. It should be given only to 
those who are amenable to psychotherapy and 
who remain in the outside world. 


Antabuse® has its dangers. They are few. 
There have been deaths reported, but deaths 
during antabuse® administration are not nec- 
essarily due to antabuse® administration. In 
my series, I] have had no deaths so far and, 
in a review of the literature on the subject, it 
appears to me that deaths from antabuse® 
itself are few and far between and they have 
occurred only because the individual cannot 
stand the physical reaction because of cardiac 
difficulties or otherwise. They are not di- 
rectly due to antabuse® itself in an otherwise 
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physically healthy subject. According to Dr. 
Jewell, Medical Director of Ayerst, McKenna 
and Harrison, there are only two deaths on 
record where everything but antabuse® has 
been ruled out. Jewel says further that a safe 
statement would be, there are presently 25,000 
antabuse® treated patients. Precaution should 
be taken by the therapist so that. error will 
be on the side of too little antabuse,® as it 
can always be increased after alcohol testing 
or if the. patient should decide to test himself. 
In my opinion, antabuse® is a safe drug when 
used at all judiciously. It must be remembered 
that it is only the means of introduction to the 
underlying disorder free from the mask of 
alcohol, and not the cure or solution of the 
disorder. 


DISCUSSION (Abstract) 


Question —How are you positive the patient takes 
a daily dose of antabuse®? 

Dr. Leonard L. Weil, Miami Beach, Fla—You can- 
not be. There must be a desire on the part of the 
patient to continue taking the dose. As Dr. McAndrew 
pointed out, there is a period of time of two or more 
weeks during which this conditioned reflex is some- 
times active, based upon saturation of the body with 
the drug, and for that period of time the revulsive 
symptoms will present themselves should the patient 
imbibe alcohol. ‘There is no method to ascertain 
whether or not the patient has continued taking his 
medication. 


Question.—Is a patient who is treated by antabuse® 
therapy plus psychotherapy ever emotionally stable 
enough to maintain sobriety after antabuse® is dis- 
continued? 


Dr. McAndrew.—First, a word regarding discontinu- 
ance of antabuse.® There have been patients on record 
on antabuse® for three to five years. Antabuse® in my 
hands at least, is directed with the thought of its 
ultimate discontinuance. Antabuse,® to me, serves the 
purpose for a time. There is always a possibility that 
the patient will relapse but the relapse is a psychiatric 
failure in treatment of underlying disorder, not an 
antabuse® failure. 


There are different types of drinkers. If the indi- 
vidual is able to drink every day and stop at any 
particular time without withdrawal symptoms, he may 
drink again; he may take a social drink. In fact, in 
France and I believe in Switzerland, where drinking is 
a matter almost of necessity, wine and other alcoholic 
beverages are drunk as we drink water, possibly be- 
cause of their water. A worker over there has even 
so regulated antabuse® dosage that the patient is able 
to take a glass of wine to toast the bride, or something 
like that, but in the event he takes two or three he 
will be sick. So on the Continent, where drinking is 
a matter of custom and almost necessity, people can 
be so regulated. 


In Denmark, if a person is arrested and the crime is 
not too great, and occurred while he was under the 
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influence of drink, he is offered an alternative: he 
either goes to jail or takes antabuse® That is going 
on in Denmark at the present time. 

Insofar as being sure that a person will not drink 
again, I do not think any of us can ever be sure of 
anything. 

Question—How long can antabuse® be continued 
without any bad effects? 

Dr. McAndrew—That would, in my opinion, de- 
pend upon the dosage. If an individual is taking a 
small amount of antabuse,® let us say half a tablet to 
a tablet a day, I believe it could be continued in- 
definitely. People have been on it for three, four 
and five years, and have had no ill effects, and I 
never have seen any ill effects. I have had patients 
on it for almost two years, and ill effects did not occur. 

Question.—When a patient complains of bad symp- 
toms while taking antabuse,® do you not think the 
symptoms are often due to withdrawal of the liquor? 
How can you tell? 

Dr. McAndrew.—in the true alcoholic picture, or 
picture of alcohol addiction, there is a withdrawal 
period, but it is not like morphine addiction. The 
withdrawal period is not quite so severe and it is not 
as long in duration, and I believe I mentioned in the 
paper that I make sure the withdrawal period is over 
with before I use antabuse.® I mentioned that the 
patient must have been alcohol-free for a week, and 
with the usual excessive drinker, if he has withdrawal, 
if he is an addict, the withdrawal period should be 
about over in a week. 

Now, that is also being tested by Dr. Martenson- 
Larsen in Copenhagen, who is now in this country on 
a visit, and he is sponsoring a program of antabuse® 
for the treatment of the acute alcoholic, and it works 
something like this: he uses antabuse,® about 250 mg. 
a day, in conjunction with an antihistamine and the 
usual vitamin therapy, along with oxygen and glucose 
and other medication. 

This is his point, apparently: why use sedatives if 
you can give antabuse® which causes acetaldehyde to 
be built up in the body? Acetaldehyde is a hypnotic 
and the only reason why it is not used itself, is that it 
is very irritating to mucous membranes if given orally. 

In other words, after antabuse® the patient manu- 
factures his own sedation, and Dr. Martenson-Larsen 
has very great hope for this. 


After a certain period of time, I do not believe 
there would be any difficulty in distinguishing be- 
tween antabuse® symptoms and withdrawal symptoms. 

Question.—It has been my experience that reformed 
alcoholics are the unhappiest people in the world. 
How, then, do patients recovering by use of antabuse® 
find the tranquility which you mentioned in your 
paper? 

Dr. McAndrew.—By psychiatric care. To repeat for 
just a moment, alcoholism is a symptom. Anything 
can intensify that symptom. The tranquility that I 
speak of is the dissolution of internal conflicts. If a 
man has conflicts, he may be aware of them or he may 
not be aware of them; they are conscious or they are 
subconscious. He dissolves them in alcohol. With suc- 
cessful psychiatric care, he has not those conflicts; he 
is tranquil; and alcohol is unnecessary. 
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SEXUAL PRECOCITY* 
CASE REPORT 


By Ricuarp G. SKINNER, JRr., M.D. 
Jacksonviile, Florida 


Sexual precocity is a relatively uncommon 
disorder. Wilkins, in his book, “The Diagno- 
sis and Treatment of Endocrine Disorders,” 
says there are some 645 cases of sexual pre- 
cocity recorded in the literature as of 1946. 
He divides them into the following groups: 
(1) neurogenic; (2) idiopathic activation of 
pituitary; (3) gomadal; (4) adrenal. This 
case is being presented as an example of the 
type due to the idiopathic activation of the 
pituitary. 

The present case is H.C., a seven-year-old white boy 
who was first seen at the Duval Medical Center in the 
Emergency Room because of an injury to his hand. 


Because of his appearance, he was referred to the 
Pediatric Clinic. 


As far as his mother knows, the family history is 
negative. There are no known cases of early infantile 
deaths, precocious puberty or pseudohermaphrodism. 
The mother is about five feet, five inches in height 
and the father five feet, ten inches. The four siblings 
are normal. The patient was born at home and the 
weight at two weeks was twelve pounds. He cut his 
first tooth at one year, walked at twenty-one months, 
talked at two years and began to develop pubic hair 
at two and a half years, at which time he also began 
to grow rapidly. Axillary hair began to grow at two 
and a half years. 

He was breast fed until eighteen months of age, 
then began taking table food. He had had no child- 
hood diseases or any significant illnesses. However, 
he still wets the bed occasionally at night. 


On physical examination the boy was noted to be 
very well developed and quite muscular. He spoke 
with a deep adult voice and it was quite difficult to 
reconcile his appearance and voice with his chronologic 
age. The skin of the face, back and chest was covered 
with comedomes and pitted scars from acne. There 
was a definite black moustache and black axillary and 
pubic hair of adult distribution. 


The eyes, including fundi, were normal, as were the 
ears and mouth. According to the dental consultant, 
he had “the usual oral picture of a seven-year-old 
(chronologic age), except for some increase in the size of 
the dental arches.” The lungs were clear and the heart 
was of normal size and rhythm, but a soft systolic 
murmur was heard in the supine position. His blood 
pressure was 120/78. The abdomen was negative, with 
no masses. The penis was enlarged to adult size and 
the testicles were firm and of adult size. According 


*Read in Section on Pediatrics, Southern Medical Associ- 
ation, —_——- Annual Meeting, Miami, Florida, November 
10-13, 1952. 
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to the genito-urinary consultant, “The prostate felt 
about the same size as an adult, twenty to thirty years 
of age. It was smooth, soft and non-tender. The 
testicles seemed normal but the whole genital develop- 
ment was that of a sixteen- or seventeen-year-old.” 
The extremities were of normal proportions and 
showed no abnormalities. His height was 614 inches 
and his weight was 111 pounds. The head to symphy- 
sis was 34 inches, symphysis to feet, 27 inches, with 
an upper to lower ratio of 1.24. His arm spread was 
591% inches. 

Laboratory work: the blood picture was normal: 
carbon dioxide 60 volumes per cent, sodium 130 meq. 
per L., potassium 4.4 meq. per L. A fasting sugar on 
one occasion was 146 mg. per cent. A glucose tolerance 
test done several days later had a fasting sugar of 90; 
one hour 93, two hours 112, three hours 78, four 
hours 87 and five hours 89. The failure to rise as high 
as it should was due to the fact that the technician 
performing the test was confused as to whether to give 
a 50 gram dose of glucose, which is usually given 
children, or a 100 gram dose, which is given adults. 
The final compromise was 75 grams, when it should 
have been 100 grams. No sugar was spilled in the urine 
during the glucose tolerance test. A urinalysis was 
negative. 

Two twenty-four hour specimens of urine were sent 
to Baltimore to Dr. Lawson Wilkins, who did 
17-ketosteroid determinations and found them to be 
4.6 mg. and 4.8 mg., respectively, which is the normal 
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adolescent level. X-rays of the long bones showed a 
bone age of nineteen years. The hip epiphyses were 
fused, as were the elbow epiphyses. The knees and 
distal and proximal forearm epiphyses were almost 
fused. The skull showed no abnormal calcification 
and the sella tursica was well formed and of adult 
size. The skull was of adult proportion and de- 
velopment. 


Psychologically, the boy acted like a seven-year-old. 
He seemed to be fairly normal mentally and emotion- 
ally stable, insofar as could be determined in the 
short time he was under observation. 

It is believed that this patient falls into 
the so-called constitutional type of sexual 
precocity because of the normal ketosteroid 
findings. If his precocity were due to an 
adrenal tumor, his ketosteroid excretion 
should be much higher, perhaps 15 to 30 mg. 
The presence of symmetrically enlarged tes- 
ticles would tend to eliminate gonadal tu- 
mors, such as an interstitial cell tumor or 
teratoma. This also helps to rule out adrenal 
tumors in which cases one usually finds in- 
fantile testicles. Lack of history of previous 
illnesses would tend to rule out encephalitis. 
Normal neurologic examination and skull 
x-rays helped in eliminating brain tumors. 
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CONGESTIVE HEART FAILURE AND 
SODIUM RETENTION 


It has long been an accepted fact that abnor- 
mal sodium retention is one of the principle 
pathologic mechanisms resulting in the devel- 
opment of edema in heart failure. However, 
the fundamental mechanism responsible for 
this abnormality has been poorly understood 
and the subject of widespread debate. 

The known fact that the renal tubules 
retain sodium in response to some of the 
adrenal cortical hormones has led investi- 
gators to implicate abnormal kidney function 
in this process. Earlier, it had been errone- 
ously concluded that the decrease in excretion 
of sodium by the kidneys resulted from a de- 
creased renal blood flow. It was soon real- 
ized that this was contrary to known facts. 
Investigators had previously shown that de- 
creases in both renal blood flow and glomer- 
ular filtration commonly occur without the 
appearance of edema in cases of essential 


hypertension, chronic glomerulonephritis, 
and shock.! 
1. La Due, J. S.: Cardiac Failure and Function Tests. In 


Sodeman, W. A.: Pathologic Physiology, p. 166. Philadelphia: 
W. B. Saunders Company, 1950. 
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It was further realized that although a 
reduction in renal arterial blood flow results 
in a slight fall in glomerular filtration rate, 
actual urine sodium values remain essentially 
normal. The reduction in glomerular filtra- 
tion of sodium and water is readily compen- 
sated by a decrease in sodium reabsorption in 
the tubular epithelium.2 Thus, the end 
product of sodium excretion shows little 
quantitative change. Similarly, an altered 
renal mechanism can be experimentally pro- 
duced by elevation of the venous pressure, but 
resultant compensatory renal mechanisms re- 
turn the urine sodium value to normal within 
a short time.* This knowledge made it ap- 
parent that in heart failure sodium retention 
cannot be fully explained by abnormalities 
in renal blood flow. 

There is increasing evidence that hepatic 
dysfunction may evoke sodium retention and 
ascites. It has been postulated that this is 
due to the fact that poorly functioning liver 
tissue does not adequately inactivate adrenal 
cortical hormones that are instrumental in 
provoking renal reabsorption of sodium. It 
is known that ligation of the inferior vena 
cava above the hepatic veins causes retention 
of sodium and ascites, while ligation of the 
portal vein and the inferior vena cava below 
the liver fails to produce ascites.* 


Similarities in sodium excretion values 
have been found in patients with ascites due 
to parenchymatous liver disease,and in those 
with ascites that occur in congestive heart 
failure.6 Likewise, diurnal sodium and 
water excretion values have been found to be 
similar in patients with portal cirrhosis to 
those with congestive heart failure.6 These 
patients excrete relatively more sodium and 
water at night and relatively less during the 
day, as compared to normal individuals. It 
is possible that improvement in liver func- 


2. Mueller, C. B.; Surtshin, A.; Carlin, M. R.; and White, 
H. L.: Sodium and Water Excretion. Amer. J. Physiol., 
165:411, 1951. 

3. Hwang, W.; Akman, L. C.; Miller, A. J.; Silber, E. N.; 
Stamler, J.; and Katz, L. N.: Effects of Sustained Elevation of 
Renal Venous Pressure on Sodium Excretion in Unanesthetized 
Dog. Amer. J. Physiol., 162:649, 1950. 

4. Schilling, J. A.; McCoord, A. B.; Clausen, §. W.; Troup, 
S. B.; and McKee, F. W.: Experimental Ascites. Studies of 
Electrolyte Balance in Dogs with Partial and Complete Occlu- 
sion of the Portal Vein and of the Vena Cava Above and 
Below the Liver. J. Clin. Investigation, 31:702, 1952. 

5. Layne, J. A.; Schemm, F. R.; and Hurst, W. W.: Fur- 


ther Comparative Studies on Ascites in Liver and Heart Dis- 
ease. Gastroenterology, 16:91, 1950. 

6. Goldman, R.: Studies in Diurnal Variation of Water and 
Electrolyte Excretion: Nocturnal Diuresis of Water and Sodium 
in Congestive Cardiac Failure and Cirrhosis of the Liver. J. 
Clin. Investigation, 30:1191, 1951. 
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tion as a result of diminished congestion that 
occurs subsequent to rest during the night 
hours may account for this discrepancy. 

Apparently the liver is the site of inactiva- 
tion of a majority of the hormones elaborated 
by the body. Failure to inactivate the nor- 
mally produced estrogens in portal cirrhosis 
results in excessively high levels of these hor- 
mones in the body fluids. This high concen- 
tration of estrogens may account in large 
part for some of the clinical findings in this 
disease. 


The most potent of the adrenal hormones 
promoting sodium retention is a desoxycor- 
ticosterone-like steroid. Desoxycorticosterone 
itself is a synthetic compound, but a similarly 
acting steroid has been identified in the body 
fluids in relatively small but significant 
amounts. This hormone has been shown 
to be largely inactivated in the liver.? It be- 
comes apparent that abnormal concentrations 
of this hormone resulting from liver dysfunc- 
tion will promote excessive renal retention of 
sodium and water. No doubt other hor- 
mones that possess sodium retaining activity 
and which are known to be metabolized by 
the liver tissue are similarly involved. Fur- 
ther evidence of this linkage was the demon- 
stration that there is present in the urine 
of edematous patients with heart failure a 
substance that has a high sodium-retaining 
activity.§ 

Such a pattern would appear to explain 
more rationally the abnormal mechanism 
that results in excessive sodium retention 
by the body in patients with congestive heart 
failure. 


THE L. E. CELL PHENOMENA 


Five years ago Hargraves, Richmond, and 
Morton‘ first reported the finding of a new 
type of cell in the bone marrow of patients 
suffering with acute disseminated lupus ere- 
thematosus. Their discovery inspired new 
interest in this obscure and puzzling disease 


1. Jacobson, R. P.; and Pincus, G.: The Chemistry of 
Adrenal Steroids. Amer. J. Med., 10:531, 1951. 

2. Schneider, J. J.; and Horstmann, P. M.: Effects of In- 
cubating Desoxycorticosterone with Various Rat Tissues. J. 
Biol. Chem., 191:327, 1951. 

3. Deming, Q. B.; and Luetscher, J. A., Jr.: Bioassay of 
Desoxycorticosterone-Like Material in Urine. Proc. Soc. Exper. 
Biol. & Med., 73:171, 1950. 

4. Hargraves, M. M.; Richmond, Helen; and Morton, Rob- 
ert: Presentation of Two Bone Marrow Elements: The “Tart” 
Cell and the “L. E.” Cell. Proc. Staff Meet., Mayo Clin., 23: 
25-28 (Jan. 21) 1948. 
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entity. Not only has it led to simple and 
valuable diagnostic tests for the disease, it 
has also aroused interest in the basic mech- 
anisms of disseminated lupus and _ related 
diseases of the so-called collagen necrosis 
group. 

The original report was based on the find- 
ing of certain phagocytic cells in smears of 
the buffy coat of heparinized bone marrow 
from ‘patients with acute disseminated lupus. 
These cells are usually neutrophilic and con- 
tain one or more rounded pale-staining in- 
clusion bodies that occupy a large portion of 
the cell. These inclusion bodies displace the 
nucleus toward the periphery. Such cells 
were designated L. E. cells, and could be 
readily distinguished from another phagocytic 
cell, the so-called tart cell. The tart cell is 
usually a monocyte which contains a well 
preserved lymphocyte nucleus and can be 
found in a wide variety of inflammatory 
states. 

Originally it was believed that heparin 
was necessary for the formation of L. E. cells, 
but it has been subsequently demonstrated 
that the anticoagulant used did not affect 
the phenomenon. Subsequently it was shown 
that these cells could be demonstrated in 
venous blood, both before and after clotting 
had occurred. Furthermore, other workers 
demonstrated that the L. E. cell phenomenon 
could be produced by the addition of plasma 
obtained from a patient with lupus to nor- 
mal leukocytes or marrow cells. Similarly, 
such cells could be produced in leukocytes 
obtained even from laboratory animals. This 
information indicated that the active agent 
was present in the serum or plasma from a 
patient with active disseminated lupus. Via- 
ble leukocytes are always necessary for for- 
mation of the morphologically characteristic 
cell. 


In 1950 Haserick and associates’ demon- 
strated that the L. E. factor was closely asso- 
ciated with the gamma globulin fraction of 
plasma. A short time later they were able 
to produce antibodies against this agent by 
injecting affected plasma into rabbits. 

The L. E. cell inclusion body has been 
shown to be nucleoprotein in nature using 
various staining and photometric technics. 


5. Haserick, J. R.; Lewis, L. A.; and Bortz, D. W.: Blood 
Factor in Acute Disseminated Lupus Erythematosis. I. Deter- 
mination of Gamma Globulin as Specific Plasma Fraction. 
Amer. J. Med. Sci., 219:660-663, 1950. 
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In 1952, Rohn and Bond,' using supravital 
staining, were able to observe successive 
stages of nuclear autolysis in neutrophils 
which were ultimately engulfed by other 
polymorphonuclear leukocytes to form char- 
acteristic L. E. cells. 

The work of Klemperer and his associates? 
in 1950 correlates the L. E. cell phenomena 
with the hematoxylin-staining bodies de- 
scribed by Gross, which were observed in 
post mortem sections taken from patients 
who died with acute disseminated lupus ery- 
thematosus. They demonstrated that his- 
tochemically this substance is depolymerized 
desoxyribosenucleic acid, and is similar to 
the inclusion body seen in the L. E. cell de- 
scribed by Hargraves. These workers were 
also able to demonstrate phagocytosis of 
hematoxylin-staining bodies by polymorpho- 
nuclear leukocytes in tissue sections. It has 
been postulated that this hematoxylin-stain- 
ing substance is derived from degeneration 
of the nuclei of fibroblasts, lymphocytes, neu- 
trophils, and histiocytes. 

The question naturally arises, “How spe- 
cific a diagnostic procedure is the L. E. cell 
test?” It is difficult to reach a definite con- 
clusion in a disease of such relative rarity 
as acute disseminated lupus erythematosus. 
Conclusions must be based on rather small 
groups of patients seen by different observers 
and using different technics and diagnostic 
criteria. Allowance must be made for a 
few false interpretations resulting from the 
so-called human element. Such phenomena 
as erythrophagocytosis, tart cells, and phago- 
cytosis of bacteria and other debris must be 
properly interpreted. 

Admittedly, the original bone marrow tech- 
nic gave many false negative results. How- 
ever, in spite of such handicaps, the value of 
the test becomes more and more apparent 
with the passage of time. Thus Lee, Michael, 
and Vural* say that in spite of false positive 
and false negative results the test has a 
specificity and sensitivity both of about 96 
per cent. Zimmer and Hargraves,* using 


1. Rohn, R. J.; and Bond, W. H.: Some Supravital Observa- 
tom on the “L. E."’ Phenomenon. Amer. J. Med., 12:422-432, 
52. 
2. Klemperer, P.; Gueft, B.; Lee, S. L.; Leuchtenberger, C.; 
and Pollister, A. W.: Cytochemical Changes of Acute Lupus 
Erythematosus. Arch. Path., 49:503-516, 1950. 

Lee, S. L.; Michael, S. R.; and Vural, I. L.: The L. E. 
(Lupus Erythematosus) Cell. Amer. J. Med., 10:446-451, 
1951. 

4. Zimmer, F. E.; and Hargraves, M. M.: The Effect of 
Blood Coagulation on L. E. Cell Formation. Proc. Staff Meet., 
Mayo Clin., 27:424-430 (Oct. 22) 1952. 
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their two-hour blood clot technic, report 100 
per cent positive results in acute cases, and 
80 per cent positive results in cases that were 
clinically diagnosed as subacute or chronic. 
Michael and associates® reported finding L. E. 
cells on tests of peripheral blood in 24 of 25 
patients (96 per cent) with disseminated 
lupus. They did not see any patients with 
systemic lupus who did not at some time 
have the L. E. cell in either the blood or 
bone marrow. Haserick and Sundberg ob- 
served the phenomenon in four out of five 
acute cases (80 per cent). Berman and asso- 
ciates® observed the L. E. cell phenomena in 
marrows of 100 per cent of their ten acute 
cases, but not in related “collagen diseases.” 
They did, however, report false positives in 
pernicious anemia and in dermatitis herpeti- 
formis in which cases the L. E. cells were en- 
countered with a frequency one-tenth to 
one-fiftieth of that observed in acute dis- 
seminated lupus. Trubowitz? has demon- 
strated cytochemically that the phagocytosis 
of amyloid by neutrophils in a case of multi- 
ple myeloma may suggest at least one cause of 
an apparent false positive L. E. cell reaction. 
The test seems to be at least as valuable as 
standard serologic tests for syphilis, which 
have been estimated to give positive results 
in 70 per cent of the primary cases and 90 
per cent of the late untreated cases.® 
Undoubtedly acute disseminated lupus ery- 
thematosus will be diagnosed more often as 
a result of tests for the L. E. cell. In the 
past the diagnosis has been mainly a clinical 
one and made only when the full blown 
clinical picture presented itself. It seems 
beyond question that many subacute cases 
have heretofore been mistaken for rheumatic 
fever, rheumatoid arthritis, glomerulonephrit- 
is, and other similar diseases, and that ac- 
tually the disease is not so rare as had been 
previously supposed. The literature on the 
subject of the L. E. cell phenomena empha- 
sizes once again the importance of nucleo- 
protein metabolism. Indeed, one wonders 
whether disseminated lupus is not actually a 


5. Michael, S. R.; Vural, I. L.; Bassen, F. A.; and Schaefer, 
L.: The Hematologic Aspects of Disseminated (Systemic) 
Lupus Erythematosus. Blood, 6:1059-1072, 1951. 

6. Berman, L.; Axelrod, A. R.; Goodman, H. L.; and Mc- 
Claughry, R. I.: So-Called “Lupus Erythematosus Inclusion 
Phenomenon” of Bone Marrow and Blood. Amer. J. Clin. 
Path., 20:403-418, 1950. 

7. Trubowitz, S.: The Sternal Marrow Aspiration of Amy- 
loid in Multiple Myeloma. Blood., 5:581-585, 1950. 

8. Hazen, H. H.: Syphilis in the Negro: Handbook for 
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disorder of nucleoprotein metabolism rather 
than of the collagen matrix. At any rate, 
five years of scrutiny have confirmed the 
first observations on the L. E. cell phenom- 
ena, and have established a place for the 
L. E. cell test among other diagnostic labora- 
tory determinations. Further investigation 
of the phenomena promises to elaborate on 
the mechanism of the underlying disease 
process and its management. 


CANCER CYTOLOGY: PROGRESS IN 
MEDICINE 


Since the invention of the microscope of 
Anton van Leeuwenhoek in the Seventeenth 
Century, intimate knowledge of disease has 
progressively increased. Johannes Mueller, 
founder of microscopic pathology, and his 
pupil, Rudolph Virchow, who wrote the great 
book “Cellular Pathology’! in which he estab- 
lished the cell as the primal unit in which 
disease processes operate, blazed the trail 
along which modern research makes its way. 

Pathologists have for many years studied 
the cytology of ascitic and other serous cavity 
fluids for confirmation of diagnosis of malig- 
nancy. As far back as 1853 Donaldson? wrote 
on “The Practical Application of the Micro- 
scope to the Diagnosis of Cancer,” describing 
the cells seen in “tumor juice.” He wrote of 
“the cancer nucleus, the polygonal, or more or less 
spherical, and ovoid cell; the caudated cell; the fusi- 
form cell; the concentric cell; the compound or mother 
cell; and of agglomerated nuclei connected by amor- 
phous tissue.” 

In 1860, Beale® described cancer cells in 
sputum from a case of cancer of the pharynx 
and adjacent parts. Other investigators have 
contributed through the years to cytologic data 
which passed largely unnoticed or were re- 
garded merely as scientific curiosities without 
practical value. 

Cytology is not new. But technics for its 
application have only in recent years been 
developed and in some systems perfected. 

With many great advances in medical his- 
tory, the significance of a finding is often not 
realized or not applied for a long time. It is 


1. Virchow, R.: Die Cellularpathologie in Ihre Begrundung 
auf Physiologische und Pathologische Gewebelehre. Berlin: 
A. Hirschwald, 8. 

&. one ly F.: The Practical Application of the Micro- 
= to the Diagnosis of Cancer. Amer. J. Med. Sci., 23:43, 


3. Beale, L. S.: Examination of Sputum from a Case of 
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now over twenty years since Dr. George Papa- 
nicolaou* of Cornell University, New York, 
and Professor A. Babes® of Budapest reported 
the recognition of cancer cells in human vag- 
inal secretions, yet the acceptance of their 
findings has been slow and a full appreciation 
of the value of their work does not yet exist. 

In 1943 Drs. Papanicolaou and Traut® pub- 
lished their epic monograph entitled “Diagno- 
sis of Uterine Cancer by the Vaginal Smear.” 
From this publication dates most present day 
interest in cytology. Because earlier diagnosis 
is now possible, many gynecologists and pa- 
thologists have since then become enthusiastic 
over the improved methods of cancer control 
and treatment. 

In 1935, Dudgeon and Wrigley? in England 
successfully searched pulmonary secretions for 
malignant cells which they found to be of 
diagnostic value. Later, Dr. J. Bamforth® at 
St. Thomas’ Hospital in London achieved 
high accuracy in cytodiagnosis of pulmonary 
cancer. He has applied it to other extragenital 
secretions, preferring, for example, a stained 
scraping of cells from excised breast tumors 
to a frozen section as more expedient in di- 
agnosis. The search for cells in various body 
secretions has been taken up with considerable 
vigor by many able investigators. In some 
secretions, like the sputum and bronchial se- 
cretions, the cytologic technics have proven 
to be of considerable practical importance. 
In others, such as the gastric and prostatic 
secretions and in urine, such technics have 
proven helpful and of increasing practical 
value. 

The group at McGill University was among 
early contemporary investigators in this field, 
studies being initiated in 1941. They intro- 
duced cervical technics as preferred to vaginal, 
described the surface cell biopsy and devel- 
oped mailing methods.® This latter advance 
carried the method beyond the range of the 
hospital laboratory to the physician’s office,! 


4. Papanicolaou, G. N.: New Cancer Diagnosis. 
the Third Betterment Conf., p. 528, 1928. 

5. Babes, A.: Du Cancer de Col Uterin par les Frottis. 
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leading to the development of the concept of 
regional cytology centers. 

Because of its accuracy and the opportunity 
it affords for extremely early diagnosis, in- 
vestigation of cervical cancer by the cell 
method stands in a class by itself. In addition, 
the possibility of plotting the cell behavior 
pattern of the “precancer stage” of cervical 
cancer is more promising than in any other 
form of malignant disease.! 

The recognition of the “precancer cell com- 
plex” (Ayre?) or dyskaryosis (Papanicolaou*) 
constitutes a genuine challenge to investiga- 
tors to prove or disprove its malignant char- 
acter by long term behavior study, by cyto- 
chemical analysis and by all means at the 
disposal of the student of cancer today. 

The final role of cytology in the investiga- 
tion of cervical cancer genesis has yet to be 
played. As Papanicolaou* said three years 
ago, 

“Should one attempt to evaluate the cytologic method 
and its general significance, he should bear in mind 
that it is still going through a period of evolution, and 
that our present achievements do not actually represent 
our maximum expectations in this new field. There 
is no doubt that the method possesses great potentiali- 
ties, not only with regard to its practical usefulness 
in cancer diagnosis, but also in its more fundamental 
value as a new branch of the morphological sciences.” 

Papanicolaou correctly estimates cytology 
as an infant science destined to become a 
titan. How it will ultimately serve man, what 
its scope will be, is food for speculation. Yet, 
to paraphrase Emerson’s dictum, “Coming 
events cast their shadow before them,” and to 
say, “A rising science shows a new dawn” holds 
true. Cytology in its dawn, has already shed 
so much light on so many problems that the 
blaze of its noon is bound to reveal new 
depths, new functions, new relationships 
within the cell, and new problems yet to be 
solved. 


TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1928 


Goat Glands4A—In and from the little village of 
Milford, Kansas, John Richard Brinkley demonstrates 


1. Ayre, J. E.: Cancer Cytology of the Uterus. New York: 
Grune & Stratton, 1951. 

. Ayre, J. E.: Selective Cytology Smear for ~ a of 
Cancer. Amer. J. Obst. & Gynec., 53:609-617, 14 

$3. Papanicolaou, G. N.: Survey of the Actuaiities and 
of Exfoliative Cytology in Cancer Diagnosis. 
Ann. Int. Med., 31:661-674, 9. 

4. Bureau of Investigation: John R. Brinkley—Quack. x 
ae. Possibilities of Goat-Gland Grafting. J.A.M.A 
90: 1 
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the commercial possibilities of “goat glands.”. . . He 
obtains his publicity through sensational articles in 
newspapers that cater to such stuff, and by means 
of the privately owned radio broadcasting station 
KFKB. . 


In 1915 . .. he got a diploma from the Eclectic 
Medical University of Kansas City, Missouri. For 
good measure, four years later . . . in 1919 he ob- 
tained another diploma from the diploma mill, Kansas 
City College of Medicine and Surgery. . . . In 1920, 
Brinkley was arrested on the charge of selling “spir- 
ituous, malt, vinous and other intoxicating liquors” 
and of maintaining a public nuisance. . . . San 
Francisco papers of March 23, 1922, reported that 
Harry E. Andrews, the managing editor of the Los 
Angeles Times, was under the care of John R. Brink- 
ley, who . . . performed the “goat gland operation” 
on him. . . . In the autumn of 1926 a lurid article 

. appeared in a sensational Sunday newspaper 

. “How a Famous Surgeon Combines Old-Time 
Religion and New- n> eg: Operations on a Strange 
Medico-Gospel Farm.”. . . As to the operation itself, 
let Brinkley speak! 


“Now this operation, which I call ‘Compound 
Operation’ consists of adding a new artery and nerve 
to the patient’s own sex glands. . . . In addition 
to this I add some pure, fresh, healthy animal 
gland tissues which act as a ‘charger’ battery . . . to 
your glands. . . . Regardless of how old you may 
be, there is good for you in this combination.”. .. . 
He also has a “Special Gland Emulsion.” This he 
sells on the mail-order, cash-in-advance plan . . . 
“one month’s supply of the Emulsion is $100.” 

. it is obvious that John R. Brinkley is a 
blatant quack of unsavory professional antecedents. 
It has been reported recently that the federal com- 
mission on radio, in a drastic effort to give good 
radio service, is going to eliminate many broadcasting 
stations now operating in the United States . . . in 
the public interest, radio stations that are operated 
by and for quacks would seem very properly to be 
among the first to be discontinued. 


Rickets.5—Pediatricians regard rickets as a universal 
disorder. . . . Nature appears not to have been 
bountiful in the provision of antirachitic products. 

. Other deficiency disorders, such as scurvy, beri- 
beri, xerophthalmia and pellagra, tend to be averted 
by increasing the intake of milk .. . in regard to 
rickets the situation is the opposite . . . if an infant, 
aged six months is given a pint of milk a day, it is 
less apt to develop rickets than if it consumes a quart 
a day ... the antirachitic factor . . . is entirely 
absent in the cereals and in fruits . . . it seems 
probable that the human infant depends in no small 
degree on some other environmental influence to 
protect it against improper development of the skele- 
tal system. Less than a decade ago such a factor was 
discovered in sunshine with its potent rays in the 
ultraviolet region. . . . The short ultraviolet rays 
are readily cut off by the smoke, dust and moisture 
in the atmosphere. . . . The antirachitic effect of 
sunshine in April and May is approximately eight 


5. Editorial: Sunshine, Sky Shine and Rickets. J.A.M.A., 
90-118, 1928. 
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times as great as in December, January and February. 
. . « Ordinary window glass is impervious to the 
antirachitic rays of sunshine. Consequently much 
effort has been devoted of late by glass manufac- 
turers to the production of glasses that will transmit 
some of the rays in the region of the ultraviolet. 


Protein Requirement in Health1—The protein 
requirement of adult man has been the subject of 
debate for a quarter of a century. Prior to that time 
the so-called Voit standard, postulating an average 
intake of 118 Gm. of protein in a diet yielding about 
3,000 calories daily, was regarded as appropriate for 
an average sized man engaged in moderate work. 
Atwater and his associates formulated the require- 
ment to include as much as 175 Gm. of protein for 
persons engaged in active muscular exertion and as 
little as 100 Gm. for persons of the sedentary type. .. . 
Chittenden wrote . . . twenty years ago that “the 
penalties of excessive proteid consumption are found 
in many ills, for which perhaps the victim seeks in 
vain a logical explanation: gastrointestinal disturb- 
ance, indigestion, intestinal toxemia, liver troubles, 
bilious attacks, gout, rheumatism.” . . . The other ex- 
treme of contention was simultaneously formulated 
by Benedict . . . . He wrote . . . The fact that 
a subject can so adjust an artificial diet as to obtain 
nitrogenous equilibrium . . . is no logical argument 
for the permanent reduction of the nitrogen in food 
for the period of a lifetime. . . . The advocates of 
the high standard . . . point out how dietary studies 
all over the world show that in communities where 
productive power, enterprise and civilization are at 
their highest, man has instinctively and independently 
selected liberal rather than small quantities of pro- 
tein. Pearl has estimated the daily protein intake of 
the people of the United States as 121 Gm. . . . The 
healthy youth of the country, as represented by the 
average student of medicine, has today become ad- 
justed to a protein consumption not exceeding 80 
Gm. daily. 


Capillary Permeability.2—The effects upon capil- 
lary permeability of oxygen lack, of high tensions of 
carbon dioxide, and of increased hydrogen ion con- 
centration were studied in single capillaries of the 
frog mesentery, by the direct measurement of fluid 
movement in cubic microns per square micron of 
capillary wall per second, with measurement of capil- 
lary pressure. 

Immediately after a three minute period of oxygen 
lack, fluid filtered through the capillary wall at ap- 
proximately four times the normal rate. The in- 
creased permeability of the wall permitted also the 
passage of proteins, thus reducing the effective osmotic 
pressure of the plasma proteins to almost one-half 
their normal value. 

The asphyxiated capillary . . . wall acted merely 
as a passive filter, though more permeable than nor- 
mal. 


1. Editorial: The Protein Requirement of Adult Man. 
J.A.M.A., 90:32, 1928. 

2. Landis, Eugene M.: Micro-Injection Studies of Capillary 
Permeability. III. The Effect of Lack of Oxygen on the 
Permeability of the Capillary Wall to Fluid and to the 
Plasma Proteins. Amer. J. Physiology, 83:541, 1928. 
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With the return of circulation the capillary wall 
rapidly recovered its impermeability to protein and 
the rate of fluid movement was also reduced prac- 
tically to normal. 


Correspondence 


VETERANS ADMINISTRATION 
Department of Medicine and Surgery 
Washington 25, D. C., November 14, 1952 


To Dr. Robert J. Wilkinson 
Huntington, West Virginia 


Attached is a copy of an Associated Press story pur- 
porting to quote from an address you prepared for 
delivery before the 46th Annual Meeting of the South- 
ern Medical Association at Miami, Florida. 

When I first read this article, I was shocked to 
think that a physician, trained to approach all ques- 
tions on the basis of truth and scientific facts, could 
be delivered of such a conglomeration of invidious 
innuendo, misstatements, half-truths and even untruths 
as are contained in these few paragraphs. 

After reading the article, it occurred to me that per- 
haps you had been misquoted, as has so often hap- 
pened to me. I trust this is the case, as I would hate 
to think that a physician, holding the highest office 
in a responsible medical association, would so greatly 
mislead his associates when the facts were available to 
him for the asking. It is for this reason I am sending 
you the newspaper account with the request that you 
let me know whether or not it is accurate. 

I believe it is entirely reasonable and proper for me 
to request this information as I am responsible for the 
conduct of the medical program of the Veterans Ad- 
ministration and therefore must assume that if you are 
correctly quoted, the brunt of your invective is ad- 
dressed to me. 

In my opinion, this medical program not only is the 
greatest, but the most forward-looking being carried 
on in the world today. It demonstrates conclusively 
the possibility of the highest type of medical care being 
provided through the wholehearted cooperation of 
government and the best elements of private medicine. 
Many members of your association are cooperating 
with this program and take pride in the fact they not 
only are contributing to improving the quality of 
medical care provided veterans, but also to the advance 
of medical knowledge to the benefit of all people. 

You are quoted as saying, “More and more VA hos- 
pitals are being erected each year at a staggering cost 
to the taxpayer notwithstanding the tragic and glar- 
ing fact that many of them are only partly filled and 
then only by veterans who are not rightfully entitled 
to this service.” 

The facts are that the Veterans Administration hos- 
pital construction program was authorized in 1946 and 
1947 and it has been progressing steadily toward com- 
pletion since that time. No new hospitals, beyond the 
original authorization are being planned. In fact, the 
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original authorization was reduced by some 16,000 beds. 
You are correct when you say some (not many) of 
these hospitals are only partly filled. This is partly 
because appropriations sought to operate these hos- 
pitals at capacity have been denied by the Congress 
and available funds do not permit staffing and oper- 
ating all beds in all hospitals. In some instances it is 
due to unfortunate hospital locations and inability to 
recruit in certain areas and categories. 


As for the statement that beds are “occupied by vet- 
erans who are not rightfully entitled to this service,” 
I categorically deny the truth of this statement. The 
right of a veteran to hospitalization is established by 
law and not by whim. Every patient in a VA hospital 
is a veteran, except for an infinitesimal number who 
are taken in for emergency treatment as a humani- 
tarian act, and all are admitted after their eligibility is 
established in accordance with law. 


Again you are quoted as saying, “it is reported that 
approximately 90 per cent of those treated have non- 
service-connected disabilities, and many of these prob- 
ably do not need hospitalization.” 


Even the most “wild-eyed” critics of the program 
have never claimed that 90 per cent of VA patients 
are nonservice-connected. The exact figures are avail- 
able and are supplied upon request to anyone who is 
interested enough to ask. I am attaching for your in- 
formation a breakdown in which VA patients are 
classified in ten ca*egories. In addition to showing that 
35 per cent of the patients are being treated for service- 
connected ailments, it also points up that about 90 
per cent of the remainder would never receive treat- 
ment if they had to pay for either medical or hospital 
care. The statement that many of these do not need 
hospitalization is, in my opinion, a slander on the 
medical profession—and on some of the most out- 
standing men in it. These patients are admitted after 
examination and determination by qualified physi- 
cians that they are in need of hospitalization. It ap- 
pears to me that a physician, after examining a pa- 
tient, is the best known authority as to his medical 
needs. Certainly he is better qualified than another 
physician—regardless of the latter’s professional at- 
tainments—who has never seen the patient. 

The article further quotes you as saying, “A careful 
study might reveal the startling fact that many of 
those who are admitted are encouraged to be dis- 
honest by falsifying their application in claiming 
pauperism.” 


Not only does this article come near to charging 
charlatanism on the part of doctors, it now attempts, 
by implication, to convict responsible officials of actual 
criminal fraud. I know of no incident where any 
veteran has been encouraged to sign fraudulently the 
statement required by law. If you know of such an act, 
both the person signing and the person encouraging 
them to sign are guilty of fraud and any responsible 
person knowing of it would have an obligation to 
expose those guilty. Actually, the law does not require 
that an applicant claim to be a pauper. The statement 
is that in his opinion he cannot afford to pay for the 
medical care elsewhere. A cursory thought will point 
out a vast difference in the two. 
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In this connection, I would like to direct your at- 
tention to an article by Mr. Greer Williams, Public 
Relations Director, American College of Surgeons, 
which appeared in the November issue of “The Mod- 
ern Hospital” under the caption, “The VA is not the 
Villain.” 


When later you are quoted as expressing your idea 
as to how the hospitals should be placed and operated 
you are, of course, exercising the right of every free- 
born American to have an opinion. In that I may 
disagree with you, but I will defend your right to self- 
expression. In the foregoing, I have attempted to 
avoid discussing matters of opinion or of theory and 
have confined myself to matters of fact—and facts 
which are at all times available to you and to anyone 
whose interest prompts them to request the informa- 
tion. 


(Signed) J. T. BOONE 
Vice Admiral (M.C.) U. S. Navy Rtd. 
Chief Medical Director 


Huntington, West Virginia, November 28, 1952 


To Vice-Admiral Joel T. Boone 
Washington 25, D. C. 


Your letter reached me on November 20, several days 
after it was given to the press, and it is for this reason 
I offer my apology for not having answered it at an 
earlier date. 


I sincerely regret that my address to the Southern 
Medical Association was quoted only in part by the 
press, for I am sure you would never have given your 
letter to the press had you first informed yourself of 
the facts contained therein. I think you will agree 
that all too often newspaper reports are misleading, in 
that an effort is made to emphasize the controversial 
points without telling the whole story, and for this 
reason I shall decline to enter into a newspaper dis- 
cussion relative to the Veterans Administration pro- 
gram or to any other medical program. 

First, I should like to say that I am not opposed to 
the program of rendering the highest type of service 
to service-connected disabled veterans, and in this con- 
nection I congratulate you upon improving this service 
by integrating this program with medical schools. Un- 
doubtedly this will be mutually advantageous by as- 
suring the veteran the best available medical care and 
perhaps at a great saving in tax money. 

Again you are to be congratulated upon having 
many outstanding physicians in your organization, 
some of whom are my close friends, and I am confi- 
dent they are rendering a real service to the worth- 
while veteran. But notwithstanding all the fine work 
that is being done, the fact remains that the Veterans 
Medical Program (even though it is law) is a challenge 
to our American system of medical practice in that vet- 
erans regardless of service-connected disability are ad- 
mitted to Veterans Hospitals. This practice if con- 
tinued or enlarged, will exert a further impact upon 
our economy, particularly as it affects the over all cost 
of medical care for the average American citizen. In 
this connection I respectfully refer you to a recent 
article by Dr. Evarts Graham, President, Board of 
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Regents, American College of Surgeons, which ap- 
peared in the July issue of Annals of Surgery. 

Regarding my reference to the number of such pa- 
tients admitted, my figures were relative and at no 
time did I make a positive statement as to percentages. 
I quote from my address: “It is reported that approxi- 
mately 90 per cent of those treated have non- 
service-connected disability and many of these probably 
do not need hospitalization.” This approximate figure 
was furnished by many professional and non-profes- 
sional employees of the Veterans Administration. It 
appears from newspaper accounts that these figures 
are not too inaccurate for the West Virginia Hospitals: 
Beckley, 200 bed capacity, October report, 116 patients 
(including those on pass) 90 of whom are non- 
service-connected. Newton Baker Hospital, Martins- 
burg, service-connected 147, non-service-connected 517, 
domiciliary not classified 488. From Clarksburg five 
physicians who are connected with the hospital esti- 
mate that certainly not more than 15 per cent are 
service-connected. The Huntington Hospital report 
appeared in our local paper but I have been unable 
to see this issue, however, a most reliable physician 
advises me that my estimate of approximately 90 per 
cent for non-service admissions largely corresponds to 
this newspaper report. 


You challenge my statement that probably many of 
these do not need hospitalization. Again I say, I am 
only quoting from those who are or have been asso- 
ciated with your organization. As for the statement 
relative to beds being occupied by those not rightfully 
entitled to same, I admit my ignorance relative to a 
law which makes all veterans eligible for this service, 
but at the same time, I still maintain that many of 
those admitted are financially able to pay for this 
service and should not be cared for at tax-payers’ ex- 
pense. In this connection I have been told that no 
applicant is allowed to be questioned as to his financial 
status, that he is asked to sign the application, which 
places him in the class of being unable to pay for 
hospital or medical service. 


Since it is impossible to discuss freely by letter all 
matters incident to the future of medicine and the role 
the Veterans medical program is playing in shaping 
this future, I shall again remind you that my figures 
used were relative and furnished me in most instances 
by physicians who are associated directly or indirectly 
with your organization. 

Finally, may I remind you of the closing paragraph 
of my address relative to the Veterans pregram which 
states: “But in this connection [the veterans] we 
must reckon with the political law maker who 
seems to be more interested in wasting tax money than 
in providing for the veteran on a sane and sensible 
basis. And all for what? Votes.” 


Suffice it to say that the many telegrams, letters and 
editorials I have received indicate in no unmistakable 
terms that others throughout the country are thinking 
as I do about this matter. 


Regarding my interest in the welfare of my profes- 
sion and patients alike, and my reputation for integrity 
I shall leave judgment to my medical colleagues who 
have known me and have worked with me for forty 
years. 
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From this free discussion of facts it is my sincere 
wish that some rational plan can be evolved that will 
continue to insure for the service-connected veteran 
the finest medical and nursing care and at the same 
time safeguard the American way by refusing to treat 
those, who in my opinion, are not rightfully entitled to 
this service. It it my hope that the new Congress will 
study the problem of treatment for the veteran and 
the cost incident thereto and enact suitable legislation 
accordingly. I believe most of the medical observers 
agree that the cost of medical care of the veteran is 
too high and I am sure the medical profession will 
gladly work with you or any other representative of 
your organization in planning for the veteran to the 
end that he may receive the highest type of medical 
and hospital care at a tremendous saving in tax money. 

With the idea that all who heard my address may 
be kept informed, I am asking the Southern Medical 
Journal to publish your letter and my reply to you. 


(Signed) R. J. WILKINSON, M.D. 
Past President, Southern Medical Association 


Book Reviews 


The Clinical Use of Fluid and Electrolyte. By John 
H. Bland, M.D., Assistant Professor of Medicine, 
University of Vermont College of Medicine. 259 
pages with 75 figures. Philadelphia and London: 
W. B. Saunders Company, 1952. Price $6.50. 


Information on recent advances in knowledge of 
fluid and electrolyte balance is scattered over nu- 
merous medical journals. A volume such as this, 
which seeks to summarize this knowledge certainly 
fills a void in medical literature. In his preface, the 
author says: “The aim of this book is to provide a 
practical, usable guide to the recognition and treat- 
ment of the various fluid and electrolyte abnormalities 
that may arise in medical and surgical patients.” If 
he has not completely achieved his purpose, it is due 
to the fact that he has written an almost encyclopedic 
treatise, with many extraneous details. The pages are 
large and densely printed, with few subheadings. 

It is hard to imagine that many practicing physicians 
could devote sufficient time to the perusal of this 
monograph. On the other hand, it contains a com- 
prehensive review of the literature and is, therefore, 
quite invaluable as a reference work for those who 
wish to study any phase of the subject. 

The chapter headings reflect the various conditions 
in which fluid and electrolyte disturbances are of 
great importance. Among the topics discussed are 
water and sodium chloride depletion and potassium 
metabolism; fluid and electrolytes in congestive heart 
failure, in surgical patients, renal disease, diabetes 
mellitus, adrenal cortical insufficiency, and injury due 
to physical agents. One chapter is devoted to the 
metabolic effects of ACTH and cortisone on electro- 
lyte and body water. Both diagnosis and treatment 
of these disturbances are considered. Some observers 
will disagree with the author when he states flatly, 
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in the section on treatment of congestive heart failure: 
“Should renal disease coexist, it does not contraindicate 
the use of mercurial.” It is pointed out that recog- 
nition and treatment of body water and electrolyte 
alterations in the aged has been neglected in the 
past, and one of the most useful chapters is that which 
is concerned with the management of geriatric pa- 
tients in this respect. 


Cardiac Therapy. By Harold J. Stewart, M.D., Asso- 
ciate Professor of Medicine, Cornell University 
Medical College, New York. 622 pages with illus- 
trations. New York: Paul B. Hoeber, Inc., 1952. 
Price $10.00. 


This is a carefully and conscientiously written ac- 
count of the treatment of heart disease. From a 
consideration of congestive heart failure, diuretics, 
digitalis, and anticoagulants, it proceeds to the man- 
agement of all types of cardiac disorders, classified 
according to etiology. Finally, there are several chap- 
ters on such special topics as heart disease in the 
aged, in pregnancy, and in surgical patients. A re- 
markable chapter on “What to Tell Patients About 
Their Heart Disease” summarizes suggestions concern- 
ing this important aspect of medical care, including 
some advice on air travel. A discussion of specific 
measures toward prevention of cardiac disease is 
likewise noteworthy. The author is to be commended 
for giving specific instructions and detailed plans 
for therapy. In some instances, however, such as 
digitalization schedules and restriction of fluids in 
congestive failure, he gives primary consideration to 
methods of management which are by no means ac- 
cepted by all authorities, and the value of a book 
of this scope could be enhanced by allotting more 
space to alternate methods. 

New drugs and new therapeutic measures have been 
included to the fullest possible extent. This holds 
true for resins, khellin, radioactive iodine, and cardiac 
catheterization, but especially for the more recently 
developed surgical procedures in certain congenital 
cardiovascular defects. This book is based on exten- 
sive personal experience and is well worth reading 
for both practitioner and internist. 


Ophthalmic Pathology. An Atlas and Textbook. By 
Jonas S. Friedenwald, Helenor Campbell Wilder, A. 
Edward Maumenee, T. E. Sanders, John E. L. 
Keyes, Michael J. Hogan, W. C. and Ella U. Owens, 
with the editorial assistance of Helen Knight Stew- 
ard. Published under the Joint Sponsorship of 
The American Academy of Ophthalmology and 
Otolaryngology and the Armed Forces Institute of 
Pathology. 489 pages with 260 plates. Philadel- 
phia: W. B. Saunders Company, 1952. Price $18.00. 


This Atlas and Textbook is the result of the com- 
bined efforts of the most distinguished leaders in 
American ophthalmic pathology. They had at their 
disposal America’s best collection of pathologic mate- 
~ial as well as the photographic and editorial facilities 
of the Armed Forces Institute of Pathology. 
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The text devotes considerable space to anatomy, 
physiology, and the correlation between pathologic 
changes in the eye and the clinical pictures of oph- 
thalmic diseases. Excellent photomicrographs make 
it possible for the student to study the lesions dis- 
cussed in the text as they appear under the micro- 
scope. The best accepted terminology is used. 

Each of the 18 chapters is followed by references 
and plates of photomicrographs illustrating the text. 
Case histories are not given. Careful editing pre- 
sents this specialized scientific material in a readable 
style which will appeal to any student, general physi- 
cian, or specialist who includes the eye in the study 
of his patients. 

Very little space is devoted to controversial mat- 
ters and an unusual amount of information is con- 
densed into one volume. The clinician would wel- 
come more discussion and illustrations of the cyto- 
logic examinations of the conjunctiva which he uses 
in his office. 

American ophthalmologists have looked forward to 
the completion of this modern publication which 
compares favorably with the classical works of E. 
Fuchs and J. H. Parsons. 


Diseases of Metabolism. Detailed Methods of Diag- 
nosis and Treatment. Edited by Garfield G. Duncan, 
M.D., Director of Medical Division, Pennsylvania 
Hospital, Philadelphia, Pennsylvania. Third Edition. 
1179 pages with illustrations. Philadelphia: W. B. 
Saunders Company, 1952. Price $15.00. 


Since its first edition more than ten years ago, Dun- 
can’s Diseases of Metabolism has achieved a position of 
eminence among medical publications. With the an- 
nouncement of the new third edition, Dr. Duncan and 
his collaborators bring this valuable text abreast of the 
innumerable metabolic and nutritional advances 
achieved in the past five years. 


A number of major changes in this edition may be 
noted. The chapter on carbohydrate metabolism has 
been rewritten by Drs. Soskin and Levine; the chapter 
on under-nutrition has been rewritten by Dr. Ancel 
Keys; a chapter on diabetes in childhood by Dr. Pris- 
cilla White has been added; the chapter on thyroid 
disorders has been rewritten by Drs. Rawson and Rall; 
and there is a new chapter on porphyrin metabolism 
by Dr. Cecil Watson. 

Among some of the other new features of interest 
are: a description of the newer diagnostic tests for 
Addison’s disease; an extensive discussion of various 
modified insulins, including a useful table (p. 861) 
comparing eight different insulins or insulin combina- 
tions; an expanded section on diabetic complications, 
especially neurologic changes in diabetes; the role of 
radioactive iodine in the treatment of Grave's disease; 
a new discussion of lower nephron nephrosis, and the 
inclusion of recent advances in electrolyte metabolism. 


Each chapter is complete and independent of other 
chapters, so that the necessity for cross referral is 
largely eliminated. The editor and his staff have 
maintained the high standard of previous editions, so 
that readers will find this edition to be not only a 
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useful and reliable reference work but also a worth- 
while working guide to modern medical practice. 


Diagnostic Bacteriology. A Vextbook for the Isolation 
;and Identification of Pathogenic Bacteria. By Isa- 
“pelle Gilbert Schaub, A.B., Technical Director, Clin- 
ical Bacteriology Laboratories, The Johns Hopkins 
Hospital; and M. Kathleen Foley, M.A., Instructor in 
Bacteriology, Department of Biological Sciences, Col- 
lege of Notre Dame of Maryland, Baltimore. Fourth 
Edition. 355 pages. St. Louis: The C. V. Mosby 
Company, 1952. Price $4.50. 
This fourth edition of a work previously entitled 

“Methods for Diagnostic Bacteriology” has been com- 

pletely revised and has two entirely new sections. 


The text is divided into five parts. Part one, a new 
addition, deals with basic bacteriological methods: the 
Gram stain, selection of media, preparation and use of 
agar plates. Part two, on bacteriological diagnosis, has 
been almost completely rewritten and details latest pro- 
cedures for cultivation of bacteria from clinical and 
autopsy material, study of fungi, identification of bac- 
teria by colony characteristics, and methods for iden- 
tification of organisms by biochemical reactions. This 
last portion is richly supplied with illustrative tables. 
Part three, a new addition, is a presentation of the 
general principles involved in, and methods for, deter- 
mination of sensitivity of bacteria to the various anti- 
biotics. Complete directions are given for the various 
sensitivity tests. There is a short chapter devoted to 
tests for the susceptibility of Mycobacterium tubercu- 
losis to streptomycin. Part four is devoted to serologic 
diagnosis and includes such methods as the Quellung 
method for the typing of pneumococci and identifica- 
tion of Hemophilus influenzae and _ Friedlander’s 
bacilli, as well as various precipitation and agglutina- 
tion reactions. In part five are given formulas for 
preparation of various media recommended in the 
text. The last two chapters are devoted to staining 
methods. microscopic preparations, preparation of re- 
agents and technic for special physiochemical tests. 

Numerous footnotes throughout the text supplement 
information given in tables and supply names of com- 
mercial laboratories from which many of the media 
can be obtained. 

The need for a textbook of medical bacteriology 
seems adequately filled with this revision. 


Cold Injury. Transactions of the First Conference, 
June 4-5, 1951, New York City. Edited by M. Irene 
Ferrer, Department of Medicine, College of Physi- 
cians and Surgeons, Columbia University, New York. 
248 pages, illustrated. Packanack Lake, New Jersey: 
Josiah Macy, Jr., Foundation Publications, 1952. 
Price $3.25. 

In organizing this conference on Cold Injury, the 
Macy Foundation had the complete cooperation of the 
medical branch of each of the armed services. A great 
deal of the material is based on experience gained in 
World War II and the Korean conflict. The confer- 
ence allowed the maximum exchange of ideas upon 
this subject and presented new approaches and tech- 
nics with their evaluation, along with the examination 
and evaluation of older technics. Not only were clini- 
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cal experiences discussed, but also research in the fields 
of biophysiology, physiology, surgery, clinical pharma- 
cology, and pathology. 

This book, which is a verbatim report of the trans- 
actions of the first meeting of the group, covers a de- 
scription of animal studies in various laboratories, and 
current thinking in regard to homeokinesis, hypo- 
thermia, and acclimatization. 


Books Received 


The 1952 Year Book of Drug Therapy. (August 1951-August 
1952). Edited by Harry Beckman, M.D., Director, Depart- 
ments of Pharmacology, Marquette University Schools of 
Medicine and Dentistry; Consulting Physician, Milwaukee 
County General and Columbia Hospitals, Milwaukee, Wis- 
consin. 606 pages with illustrations. Chicago: The Year Book 
Publishers, Inc., 1952. Price $5.50. 


Surgical Applied Anatomy. By Sir Frederick Treves, Bt. 
Twelfth Edition, Revised by Lambert Charles Rodgers, V.R.D., 
M.D., M.Sc., F.R.C.S., F.R.C.S.E., F.R.A.C.S., F.A.C.S.; Pro- 
fessor of Surgery, University of Wales; Director of Surgical 
Unit, Cardiff Royal Infirmary; Surgeon, United Cardiff Hos- 
pitals; Surgical Consultant to the Royal Navy; Member of 
Council, Royal College of Surgeons of England. 590 pages 
with 206 illustrations, 66 in color. Philadelphia: Lea and 
Febiger, 1953. Price $6.50. 


Unipolar Lead Electrocardiography and Vectorcardiography. 
Including the Standard Leads, the aV and V _ Leads, the 
Cardiac Arrhythmias and the Principles of Vectorcardiography. 
By Emanuel Goldberger, M.D., F.A.C.P., Associate Attendin 
Physician, Montefiore Hospital, New York; Cardiologist an 
Attending Physician, Lincoln Hospital, New York; Consult- 
ing Cardiologist, St. Joseph’s Hospital, Yonkers, New York; 
Diplomate of the American Board of Internal Medicine; 
Lecturer in Medicine, Columbia University. Third Edition. 
601 pages with 312 illustrations. Philadelphia: Lea and 
Febiger, 1953. Price $10.00. 


Functional Neuroanatomy. By Wendell J. S. Krieg, B.S. in 
Med., Ph.D., Professor of Anatomy; Formerly Professor of 
Neurology and Director of the Institute of Neurology, North- 
western University Medical School. Second Edition. 659 pages 
with illustrations. Philadelphia: The Blakiston Company, Inc., 
1953. Price $9.00. 


Diseases of the Skin. A Manual for Students and Practitioners. 
First compiled by the late Robert W. MacKenna, M.A., M.D., 
Ch.B. (Edin.) Fifth Edition by Robert M. B. MacKenna, 
M.A., (Camb.), F.R.C.P. (Lond.); Physician-in-Charge 
of the Dermatological Department, and Lecturer in Derma- 
tology, St. Bartholomew's Hospital and Medical College, Lon- 
don; Physician to St. John’s Hospital for Diseases of the Skin, 
London. 611 pages with illustrations. Baltimore: The Wil- 
liams and Wilkins Company, 1952. Price $8.00. 


Acute Renal Failure. Including the Use of the Artificial 
Kidney. By John T. MacLean, M.D., F.R.C.S.(C)., F.A.C.S.; 
Assistant Urologist, Royal Victoria Hospital; Director of Urol- 
ogy, Queen Mary’s Veterans Affairs; Demonstrator in Surgery, 
McGill University, Montreal, Canada. 114 pages with illus- 
trations. Springfield, Illinois: Charles C. Thomas, Publisher, 
1952. Price $6.50. 


Visual Anatomy: Thorax and Abdomen. 
man, M.D., Ph.D., Professor of Anatomy, University of 
British Columbia, Vancouver, Canada; Formerly Associate 
Professor of Anatomy, McGill University, Montreal, Canada. 
203 pages with illustrations. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1952. Price $10.50. 


The Biochemistry of Gastric Acid Secretion. By Edward J. 
Conway, M.D., D.Sc., F.R.S., Professor of Biochemistry and 
Pharmacology, University College, Dublin, Ireland; Honorary 
Fellow, Royal College of Physicians, Ireland. 185 pages with 
illustrations. Springfield, Illinois: Charles C. Thomas, Pub- 
lisher, 1952. Price $6.50. 


Problems of Consciousness. Transactions of the Third Con- 
ference, March 10 and 11, 1952, New York, New York. Edited 
by Harold A. Abramson, M.D., Associate Physician for Al- 
lergy, The Mt. Sinai Hospital, New York, New York. 156 
pages with illustrations. Packanack Lake, New Jersey: The 
Josiah Macy, Jr., Foundation Publications, 1952. Price $3.25. 


Morbus Alzheimer and Morbus Pick. A Genetic, Clinical and 
Patho-Anatomical Study. By Torsten Sjogren, Hakon Sjogren 
and Ake G. H. Lingren. Translated by Donald Burton. 152 
pages with illustrations. Norregade 6, Copenhagen: Ejnar 
Price 25 Swedish Crowns. 


By Sydney M. Fried- 


Munksgaard, 1952. 
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Southern Medical News 


ALABAMA 


Medical Association of the State of Alabama will hold its 
next annual meeting in Birmingham, Thomas Jefferson 
Hotel, April 16-18. 

Dr. Harvey B. Searcy, Tuscaloosa, has resigned as a member 
of the board of trustees, Alab State Hospitals, and the 
board of managers, Partlow State School, after serving seven- 
teen years. His father, Dr. Reuben Searcy, was instrumental 
in the establishment of state care for the insane of Alabama 
more than a hundred years ago, and was superintendent of 
the institution for many years. 


Dr. H. S. Banton, Jr., Montgomery, succeeds Dr. Sidney A. 
Cohn as acting health office of Bullock County. Dr. Cohn 
has lefe'- for military service. 


Dr. Albert E. Casey and Miss Joann Gunn, Birmingham, 
were married recently. 


Alabama Association for Mental Health is planning a broad, 
long-range program for mental health for this year, with 
the help of civic organizations. Dr. Gwen McWhorter, execu- 
tive director, stated that one important objective is to aid 
the mental institutions of Alabama. Dr. Fred Couey, Mont- 
gomery psychiatrist, is president of the association and Dr. 
Frank A. Kay, Birmingham, is working actively with the 
association. 


ARKANSAS 


Newly-located physicians in Arkansas are Dr. Adron Brad- 
ley and Dr. Max Roy at Forrest City, and Dr. Ed Wheat and 
Dr. Friedman Sisco at Springdale. 


Dr. Erner Jones, Little Rock, has joined the staff of the 
Veterans Administration Hospital. 


Dr. H. L. Brown has moved from Malvern to England. 


Dr. L. D. Massey, Osceola, has been elected president of 
the local Kiwanis Club. 


Dr. A. F. Hoge, Fort Smith, has been elected president of 
the Tulane University Alumni Association for 1952-1953. 


Dr. W. T. Holman, Jr., Van Buren, has been elected com- 
mander of the Van Buren Post, American Legion. 


Dr. Fount Richardson, Fayetteville, is chairman of a spe- 
cial committee in charge of the scientific program for the 
First International Congress of General Practice which will 
be held in Mexico City, April 1. Dr. Alfonso Millan, presi- 
dent of the Confederacion Medico de Mexico, will cooperate 
with the Academy in staging this scientific meeting in Mexico 
City. This meeting is for those who wish to take the post- 
assembly tour following the St. Louis meeting in March. 


DISTRICT OF COLUMBIA 


Medical Society of the District of Columbia has installed 
Dr. Wallace M. Yater, president; and elected Dr. Herbert P. 
Ramsey, president-elect; Dr. Maurice A. Selinger, first vice- 
president; and Dr. Cecile L. Fusfeld, second vice-president. 
Mr. Theodore Wiprud continues as secretary-treasurer. 


Dr. Roger M. Choisser, Washington, has been named the 
outstanding physician of the year of the George Washington 
University Medical Society. He is professor of pathology, 
School of Medicine, a member of the editorial board of Med- 
ical Annals of the District of Columbia, chief of the section 
on pathology of the District Medical Society, and treasurer of 
the Washington Academy of Medicine. 


Dr. Oscar B. Hunter, Jr., Washington, is secretary of the 
American Therapeutic Society which will hold its 1953 meet- 
ing at the Biltmore Hotel, New York City, May 28-31. 


Dr. John C. Nunemaker, formerly chief of medical services, 
Veterans Administration Hospital, Salt Lake City, Utah, is 
chief of research in the division of medicine and surgery, 
Veterans Administration, Washington. 


District of Columbia Division of the American Cancer 
Society has reelected Dr. Murray M. Copeland, president; 
Dr. Harry H. Kerr, vice-president; and Dr. Calvin T. Klopp, 
secretary. 


The George Washington University Cancer Clinic and re- 
search center, known as the Helen L. and Mary E. Warwick 
Memorial Building, Washington, now under construction, is 
three stories high and has eighty rooms. It is financed in 
part from a $350,000 grant from the Washington Home for 
Foundlings, which affiliated its cancer activities with the 
University in 1948, and a $200,000 grant from the National 
Cancer Institute of the U. S. Public Health Service. 


Dr. F. Daniel Suttenfield, Washington, has been appointed 
a vice-president of the Pan American Medical Association. 
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Dr. Vernon M. Padgett, Washington, has been chosen as 
one of the directors of the St. John’s Alumni Association. 

Dr. Gerald M. McAteer, Washington, has been appointed 
a medical consultant to the Rehabilitation Commission as 
announced by the National Headquarters office of the Amer- 
ican Legior. 

Dr. William G. Puryear, Washington, has moved to South 
Boston, Virginia. 


FLORIDA 


The Dade County Medical Association of Miami held its 
annual meeting on Tuesday evening, December 2, the re- 
tiring president, Dr. Ralph Sappenfield, presiding. Reports 
were received from the chairmen of the various committees. 
Dr. Ralph W. Jack was installed president, and Dr. Edward 
Cullipher was presented as president-elect. 


The Southern Society of Cancer Cytology was organized 
during the meeting of the Southern Medical Association in 
Miami in November. A group of physicians and scientists, 
having a special interest in cancer cytology, attended the 
organization meeting. The group is represented by fifty-one 
founder members and five honorary members. The member- 
ship of this new Society is to include clinicians, cytologists, 
pathologists and investigators. Dr. F. Bayard Carter, of 
Durham, North Carolina, was elected president, Dr. M. Y. 
Dabney, of Birmingham, Alabama, vice-president, Dr. J. Ernest 
Avre, of Miami, executive secretary, and Dr. J. K. Cline, 
Birmingham, Alabama, treasurer. The Society expects to 
meet conjointly with the Southern Medical Association. 

Dr. Frances E. M. Read, Jacksonville, has resigned as di- 
rector of the Bureau of Maternal and Child Health of the 
Florida State Board of Health. 


Dr. Richard C. Cumming has been named Ocala’s “‘out- 
standing citizen for 1952” by the Junior Chamber of Com- 
merce. 

Florida Trudeau Society has elected Dr. Philip W. Horn, 
Jacksonville, president; and Dr. Hawley W. Seiler, Tampa, 
vice-president. 

Dr. Hawley H. Seiler, Tampa, has been appointed a mem- 
ber of the National Advisory Board of the American Tru- 
deau Society. 

Florida Division of the American Cancer Society at a meet- 
ing held in Daytona Beach reelected Dr. Ashbel C. Williams, 
Jacksonville, president; and elected Dr. Donald H. Gahagen, 
Fort Lauderdale, first vice-president; and Dr. David R. 
Murphey, Jr., Tampa; third vice-president. 

Dr. James N. Patterson, Tampa, was recently nominated 
by the American Society of Clinical Pathologists as a trustee 
of the American Board of Pathology and was voted into 
membership by this board for a six-year term. 

Dr. Morton B. Morgan, Miami, has been elected a Fellow 


of the American Academy of Ophthalmology and Otolaryn- 
gology. 


GEORGIA 


The Fulton County Medical Society held its forty-eighth 
annual banquet meeting in Atlanta at the Piedmont Driving 
Club on Friday evening, January 9. Dr. Jack C. Norris, re- 
tiring president, presided, Dr. William G. Hamm was in- 
stalled president, and Dr. John W. Turner was presented 
as president-elect. Dr. Major F. Fowler presented the presi- 
dent's key to the retiring president, Dr. Norris. Twenty-five- 
year certificates of membership were presented to twenty-four 
members of the Society. The Honorable Herman Talmadge, 
Governor of Georgia, made the address of the evening. 

Atlanta Graduate Medical Assembly and the Southeastern 
Section of the American College of Surgeons will meet simul- 
taneously in Atlanta, February 23-25. Dr. Mark S. Dougherty, 
Atlanta, will be chairman of the Atlanta Graduate Medical 
Assembly, and Dr. William G. Hamm, Atlanta, is head of 
the committee on arrangements for the American College of 
Surgeons meeting. 

Dr. J. Wallace Daniel, Claxton, was honored by friends 
who made a gift of a portrait of him which will remain in 
the Evans County Health Center. The gift is in recognition 
of Dr. Daniel's service to the community in his fifty years 
of practice. 

Dr. William Lee Bridges, Jr., is associated with Drs. C. S. 
Pittman, Jr. and Sr. at Tifton, practice limited to pediatrics. 

Dr. John M. Anderson, a graduate of the Medical College 
of Georgia, and formerly superintendent, Topeka State Hos- 
pital, Topeka, Kansas, has resigned that position to enter 
private practice in Atlanta. 

Dr. Haywood C. Derrick recently celebrated his fiftieth 
anniversary in the practice of medicine in Oglethorpe. 

Dr. Russell E. Andrews, Jr., Rome, replaces Dr. Walter G. 
Hackett as plant physician at the Celanese Corporation, Rome. 
has called to military duty at Gunter Air 
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New! High Potency Anticholinergic Agent 


Aarmtren yi 


BROMIDE 
(Oxyphenonium bromide Ciba) 


Mg. per mg., 
the most effective 
of the newer 


anticholinergics 


ANTRENYL bromide is a new high potency 
anticholinergic agent indicated in the management of 
peptic ulcer and spasm of the gastrointestinal tract. Milligram 
per milligram, it is the most potent of the newer 
anticholinergics, recommended dosage being only about 
one-tenth that of certain commonly used agents. 
ANTRENYL has a marked inhibitory effect on gastric secretion 
and motility of the gastrointestinal tract. Side effects 
are generally mild, and there is usually no esophageal or 
gastric irritation. A recent report! described the side 
effects as less pronounced than those of other drugs 
ordinarily used in the management of peptic ulcer. 

In this study, patients receiving ANTRENYL usually obtained 
relief from acute symptoms within 24 to 36 hours. 
Prescribe ANTRENYL as adjunctive therapy in your next 

few cases of peptic ulcer and note its advantages. 
Available as ANTRENYL Bromide Tablets, 5 mg., 
CGHADA _ scored: bottles of 100, and as ANTRENYL Bromide 
Syrup, 5 mg. per teaspoonful (4 cc.); bottles of 1 pint. 
Ciba Pharmaceutical Products, Inc., Summit, New Jersey 


2/1976m 1. Rogers, M. P., and Gray, C. L.; Am. J. Digest. Dis., 19:180, 1952. 
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Continued from page 206 

Dr. H. “. Barker, Carrollton, was recently elected president 
of the Tanner Memorial Hospital staff. 

Dr. Alexander B. Russell, Winder, has been elected presi- 
dent of the Georgia State Board of Medical Examiners. 

Dr. D. D. Merren, Albany, is associated with Drs. J. C. 
Keaton and J. Z. McDaniel, urologists. 
Dr. H. D. Meaders, formerly of Newman, has opened 


offices in Marietta for the practice of obstetrics and gyne- 
cology. 


KENTUCKY 


Kentucky Chapter, American College of Chest Physicians, 
has elected Dr. Lawrence O. Toomey, Bowling Green, presi- 
dent; Dr. John S. Harter, Louisville, vice-president; and Dr. 
Lawrence A. Taugher, Louisville, secretary-treasurer. 

Dr. Thomas P. Leonard, Frankfort, has been appointed 
to complete the unexpired term of the late Dr. F. M. Travis. 
Frankfort, on the State Board of Health. 


Dr. Lewis C. Hafer, Covington, was honored recently when 
the Kenton-Campbell County Medical Society at a dinner 
meeting presented him with a scroll in recognition of his 
half-century of service and credited him with being “‘instru- 
mental in developing the pediatric department of St. Eliza- 
beth Hospital in Covington.” 

Kentucky physicians were honored at a testimonial dinner 
held recently at William Booth Memorial Hospital, Coving- 
ton: Drs. Joseph D. and Edgar W. Northcutt, who have been 
on the hospital staff since its opening in 1914; Dr. Nelson A. 
Jett, who has been a member of the staff since 1924; and 
Dr. John H. Caldwell, who has been affiliated since 1930. 
All of these physicians are being transferred to the honorary 
staff. 

Dr. Herbert D. Kerman, who has been on a two-year leave 
of absence as radiologist with the Oak Ridge (Tennessee) 
Hospital and the Medical Division of the Oak Ridge Institute 
of Nuclear Studies, has returned to the University of Louisville 
School of Medicine as associate professor of radiology. He 
will also be in charge of the studies of atomic energy products 
in cancer treatment to be conducted by the University in the 
new laboratory at the Louisville General Hospital. 


_ Dr. John W. Scott, Lexington, at the Kentucky State Med- 
ical Association meeting held in Louisville received the dis- 
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tinguished service medal, and Dr. Charles L. Sherman, Mil- 
wood, an award for the most outstanding general practitioner. 
Dr. Scott was president of the association for 1939-1940. 


LOUISIANA 


New Orleans Graduate Medical Assembly will hold its six- 
teenth annual meeting in New Orleans, Municipal Audito- 
rium, March 2-5. The postclinical tour to Europe by ship 
and plane (England, France, Switzerland and Italy) will be 
March 7-31. For information concerning the Assembly meet- 
ing and the tour, write Secretary, Room 103, 1430 Tulane 
Avenue, New Orleans 12. 

Dr. Sam Hobson, New Orleans, was installed president of 
the Orleans Parish Medical Society at the seventy-sixth annual 
installation meeting of the society held. January 12. 

Dr. Russel L. Holman, New Orleans, was elected vice-presi- 
dent of the American Society for the Study of Arterio- 
sclerosis at the annual meeting held in Chicago. 

Dr. Arthur J. Walker, associate professor of tropical medi- 
cine, Tulane University of Louisiana School of Medicine, New 
Orleans, who has been awarded a Fulbright scholarship for 
research in tropical medicine at the Institute of Medical 
Research, Kuala Lampur, Malaya, will spend a year there, 
returning to the States in October. 

Dr. George J. Taquino, New Orleans, was elected vice- 
president, American Bronchoesophagological Society at its 
meeting held in Toronto, Canada. Dr. Taquino is professor 
and head of the Department of Otorhinolaryngology, Louisi- 
ana State University School of Medicine, New Orleans. 

Dr. George M. Haik, New Orleans, was elected president, 
New Orleans Charity Hospital Alumni Group at the meeting 
of the American Academy of Ophthalmology and Otolaryngol- 
ogy held recently. Dr. Haik is professor and head of the 
Department of Ophthalmology, Louisiana State University 
School of Medicine. 

Louisiana State University School of Medicine has been 
awarded a grant of $9,007 by the National Heart Institute 
of the U. S. Public Health Service for continuation of the 
study on causes and methods of control of cardiac arrhythmias. 
This project will be under the supervision of Dr. A. Sidney 
Harris and Dr. Abdo Bisteni. 


Continued on page 40 


GENERAL and SPECIAL COURSES 
im 
MEDICINE, SURGERY and ALLIED 
SUBJECTS 


OBSTETRICS and GYNECOLOGY 


A full time course. In Obstetrics: lectures; prenatal 
clinics; witnessing normal and operative deliveries; oper- 
ative obstetrics (manikin). In Gynecology: lectures; 
touch clinics; witnessing operations; examination of 
patients pre-operatively; follow-up in wards post-oper- 
atively. Obstetrical and gynecological pathology. Anes- 
thesia. Attendance at conferences in obstetrics and 
gynecology. Operative gynecology on the cadaver. 


UROLOGY 


A combined full time course covering an academic year 
(8 months). It comprises instruction in pharmacology; 
physiology; embryology; biochemistry; bacteriology and 
pathology; practical work in surgical anatomy and uro- 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


CORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


logical operative procedures on the cadaver; regional and 
general anesthesia (cadaver); office gynecology; procto- 
logical diagnosis; the use of the ophthalmoscope; physical 
diagnosis; roentgenological interpretation; electrocardio- 
graphic interpretation; dermatology and_ syphilology; 
neurology; physical medicine; continuous instruction in 
cystoendoscopic diagnosis and operative instrumental 
manipulation; operative surgical clinics; demonstrations 
in the operative instrumental management of bladder 
tumors and other vesical lesions as well as endoscopic 
prostatic resection. 


PROCTOLOGY and 
GASTROENTEROLOGY 


A combined course comprising attendance at clinics and 
lectures; instruction in examination, diagnosis and treat- 
ment; witnessing operations; ward rounds, demonstration 
of cases; pathology; radiology; anatomy; operative proc- 
tology on the cadaver; attendance at departmental and 
general conferences. 
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Piramen 


© e 
Piromen. 
BACTERIAL POLYSACCHARIDE) 
ote for the effective control 


*. of a wide variety of ALLERGIES 
and DERMATOSES 


Every day more physicians are discovering the early 
clinical benefits effected by the administration of Piromen, 
employed either as a specific, 
or concomitantly with other drugs. 
Piromen is a biologically-active bacterial polysaccharide 
which produces a marked leucocytosis and a stimulation 
of the reticulo-endothelial system. It is nonprotein, 
nonantigenic, and may be employed safely 
within a wide range of dosage. 
Piromen is prepared in stable colloidal dispersion 
for parenteral use. It is supplied in 10 cc. vials containing 
either 4 gamma (micrograms) per cc., or 10 gamma per cc. 
For a comprehensive booklet detailing the use 
of this new therapeutic agent, 
merely write “Piromen” on your Rx and mail to— 


TRAVENOL LABORATORIES, INC 


Subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 
*Trade Mark 
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...@strogen and androgen go 

together ‘like pulley and rope’ to 

provide a dual approach for maximum 
efficiency. A current trend of opinion is . 

that these two steroids together, as combined 

in “Premarin” with Methyltestosterone, will 

have a greater effect.on suppression of lactation 
than either one alone. Excellent results from 
such therapy have been reported by many clinicians. 


it, McKenna & Harrison Limited 


New York, N. Y. + Montreal, Canada 
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Anytime... 


Anywhere 


Gratifying 
Relief 


in a matter of 


minutes 


Whenever frequency, 
pain, burning, or 


urgency occur— 


at the theatre, or 

wherever the patient 

may be... 

Pyripium affords safe relief, quickly and conveniently, 


from the distressing urogenital symptoms that accompany 


cystitis, prostatitis, urethritis, and pyelonephritis. 


PyripiuM is compatible with streptomycin, penicillin, the 


sulfonamides, and other specific 


therapy, and may be used a Y R | D | J M° 


concomitantly. (Phenylazo-diamino-pyridine HC!) 


Pyripium is the registered trade-mark of ME RCK & ce. INC. 


Nepera Chemical Co., Inc. for its brand of 3 
phenylazo-diamino-pyridine HCl. Merck & Manufacturing Chemists 


Co., Inc.,sole distributor in the United States. RAHWAY, NEW JERSEY 
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Illustrated circular shown below 
points out why so many choose the Viso. 
For your no-obligation copy, mail coupon to 


SANBORN COMPANY 


CAMBRIDGE 39, MASSACHUSETTS 
DESIGNERS AND MAKERS OF THE 


ViISO-CARDIETTE 


Please send, without obligation, a copy of new 
descriptive literature on the Viso-Cardiette. 
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Because you can’t afford 


7CARDIOGRAMS 
without 


CONFIDENCE 


CHECK THESE FIVE IMPORTANT 
POINTS BEFORE YOU BUY ANY ECG 


What is the maker’s EXPERIENCE? 

Sanborn Company is a highly experienced manufacturer of precision diagnostic 
Established in 1917, this company started making electrocardiographs 

in n 1924. Now, more than 16,000 Sanborn ECGs have been made and sold— 

10,000 of them Viso-Cardiettes. Other Sanborn instruments are gaining wide 

acceptance in the fields of biophysical and industrial research. 


Is instrument A.M.A. ACCEPTED and U.L. APPROVED? 
The Sanborn Viso-Cardiette was the first ECG to be accepted by the A.M.A. 
Council on Physical Medicine and Rehabilitation . . . and the first to be approved 
by the Underwriters’ Laboratories, Inc. Every Viso sold bears these official seals. 


Does the instrument SATISFY its users? 

Inquire among physicians in your community as to which ECG they use, and what 
their experience has been with the instrument and the company that made it. 
We will be pleased to furnish you with a list of owners in your area. 


What SERVICE facilities are available? 

Sanborn Company maintains 29 Branch Offices and Service Agencies throughout 
the United States. Carefully selected technicians, many of them factory trained, 
are thoroughly capable of rendering service when needed. All offices maintain a 
stock of daily-use supplies and accessories. 


Is a thorough CLINICAL TEST provided? 

In your investigation.of any ECG you should be permitted a thorough clinical test 
of the instrument before you decide on purchase. Simply on your request, 
Sanborn Company will send you a Viso-Cardiette with the full understanding 
that you may use it for 15 days—with no obligation to buy. At the end of the trial 
you either keep the instrument (and arrange for payment) or return it to 
Sanborn Company. During this trial you will see firsthand the many Viso operating 
features and construction details that make it today’s leading electrocardiograph. 
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Natural bile acids 


help restore 
natural biliary function 


@ ‘Bilron’ contains natural conjugated 
bile acids combined with iron. 


@ ‘Bilron’—a potent, true choleretic— 
produces bile of natural composition and 
consistency. 

@ ‘Bilron’ is chemically enteric. It is sol- 
uble in the alkalinity of the intestine, 
where bile is normally released. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S. A. 


100 No. 241 
BILRON 
Sa, Lily 


con Sales, Lally) 
$ ers. (0.325 Gm.) 


‘Bilron’ is indicated in gall-bladder-type 


indigestion, constipation, biliary 
dyskinesia, and following cholecystectomy. Bie 


(IRON BILE SALTS, LILLY) 
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Continued from page 34 

Dr. William A. Sodeman, the William Henderson professor 
of preventive medicine and tropical and semi-tropical dis- 
eases and hygiene, Tulane University School of Medicine. 
New Orleans, was elected president, American Society of 
Tropical Medicine at the meeting held in Galveston, Texas, 
November 15, 1952. 

Louisiana Academy of General Practice has installed Dr 
Eldredge L. Carroll, Columbia, president; and elected Dr. 
John Atkinson, Gretna, president-elect; Dr. Janie Topp, Lake 
Charles, first vice-president; Dr. Vincent P. Blandino, New 
Orleans, second vice-president; Dr. Jason C. Sanders, Shreve- 
port, secretary; and Dr. Edwin C. Guidry, New Orleans, 
treasurer. The Academy will hold its next meeting in 
Alexandria in September, with Dr. D. B. Barber, Alexandria, 
as convention chairman. 


MARYLAND 


Dr. Caroline H. Callison, formerly health officer of Abbe- 


ville, McCormick, Marlboro and Chesterfield counties in South - 


Carolina, has been appointed deputy state health officer of 
Queen Annes County. 

Dr. Paul V. Lemkau, chief, division of mental hygiene, 
State Department of Health, was recently awarded the hon- 
orary degree of doctor of science by his alma mater, Baldwin- 
Wallace College, Berea, Ohio. 

The Psychiatric Institute of the University of Maryland 
School of Medicine, Baltimore, providing 105 beds for in- 
patient care, was recently dedicated. Dr. Jacob E. Fine- 
singer is director of the institute. 

Dr. Nicholson J. Eastman, Baltimore, was insta''ed presi- 
dent of the American Association of Obstetricians, Gynecolo- 
gists and Abdominal Surgeons at its annual meeting held in 
Hot Springs, Virginia. 


MISSISSIPPI 


Mississippi Heart Association at its second annual meeting 
held in Jackson installed Dr. Joseph P. Melvin, Jr., Jackson, 
president; and elected Dr. W. K. Purks, Vicksburg, president- 
elect; Dr. Arthur Guyton, Oxford, vice-president; Dr. John G. 
Archer, Greenville, secretary; and Mr. Orrin Swayze, Jackson, 
treasurer. 

Continued on page 42 


THE OPHTHALMOLOGICAL STUDY COUNCIL 
LANCASTER COURSES IN OPHTHALMULOGY 


Colby College, Waterville, Maine 
June 22 to September 5, 1953 


SUBJECTS INCLUDED 


Anatomy Pharmacolog 
Histology Neuro-Ophthalmology 
Embryology Motor and Sensory 
Heredity Refraction 

Pathology Slit Lamp 
Bacteriology Perimetry 

Optics Surgical Principles 
Physiological Optics Glaucoma 

Visual Physiology General Diseases and 
Bio-Chemistry Ophthalmoscopy 


Fee: $325.00 Veterans’ Tuition Paid by Veterans 
Administration 


Adequate living quarters on the college campus 


For further information write 
Ophthalmological Study Council, 
243 Charles Street 
Boston 14, Massachusetts 
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? for 


more normal pressure 
stronger capillaries 
more serene patients 


hypertension 


(Green) 


Each Mantrin Tablet contains: 


Mannitol Hexanitrate ..... 1/2 gr. (32 mg.) 
Piiencbarittal ............ 1/4 gr. (16 mg.) 


Mantrin without Rutin, Tablets— 
Bisected (Yellow) is the same formula 
as above but contains no Rutin. 


e Both tablets provide a substantial and 
sustained reduction in elevated blood 
pressure. They also serve to keep patients 
mentally relaxed. Mantrin (with Rutin) 
helps maintain normality of capillary 
resistance and to avert the fragility which 
may cause vascular crises in hypertension. 
Suggested Dosage: One or two tablets every 4 to 
6 hours. Supplied in bottles of 100. 
1000, and 5000. 
Decidedly Economical: Mantrin (with Ru- 
tin) and Mantrin without Rutin are 


moderately priced; stocked by all 
wholesale druggists. 


SAMPLES to the profession on request. 


our new address 


The TILDEN Company 


435 Chestnut Street 
Chattanooga 2, Tenn. 
Home Office: New Lebanon, N. Y. 


4 
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pain relief 
for the rheumatic patient” 


tals) 0.3 Gm. gr.), in each yellow coated Tablet or Pobalate- 

iueh 0.3 Gm. (5 para-aminobenzoit acid (os the potassivm 
0.3.Gm. (5 an) in each Persion Rese color, enteric agaied Tobia 


“Smith, ¥ Lencet PR, 1959, 


A.H. ROBINS CO.. INC. 

longer periods of time, with | 
gher freedom from toxic reactions, on 

| a — 


Increases respiratory tract fivid almost 200% - 


Reduces coughing spells up to 70% 


hydrochloride 1 mg.. per 5 cc., in a palatable aromatic syrup. 


W. S.: of 2 1951. 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 


® 4 
4 
Relieves bronchiolar constrictions 
improves patient's mood 
4 
No adverse side effects 
FORMULA: Glyceryl guaiacolate 100 mg., and desoxyephedrine J Z 4 
— 
R? 
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ERY THROCIN 


INDICATIONS: 


DOSAGE: 


TRADE MARK 


(ERYTHROMYCIN, ABBOTT) 


E specially effective against gram-positive 
organisms resistant to other antibiotics. 


Low toxicity; gastrointestinal disturbances 
rare; no serious side effects reported. 


Special “high-blood-level’” coating. 
Erythrocin, 0.1-Gm. (100-mg.) Tablets, bottle of 25. 


Pharyngitis, tonsillitis, scarlet fever, erysipelas, pneumococcic pneu- 
monia, osteomyelitis, pyoderma. Also other organisms susceptible 
to its action, which include staphylococci, streptococci, pneumococci, 
H. influenzae, H. pertussis, and corynebacteria. 


Total daily dose of 0.8 to 2 Gm., depending on severity of the infection. 
A total daily dose of 0.4 Gm. is often adequate in the treatment 

of pneumococcic pneumonia. For the average adult an initial 

dose of 0.1 to 0.4 Gm. is followed by doses in the same range every 
four to six hours. For severely ill patients doses up to 0.5 Gm. may 
be repeated at six-hour intervals if necessary. Satisfactory clinical 
response should appear in 24 to 48 hours if the causative organism 
is susceptible to ERYTHROCIN. Continue for 

48 hours after temperature returns to normal. Abbott 


1. McGuire et al. (1952), J. Antibiotics & Chemo., 2:281, June. 
2. Heilman et al. (1952), Proc. Staff Meet. Mayo Clin., 27:385, July 16. 
8. Haight and Finland (1952), New Eng. J. Med., 247:227, Aug. 14. 
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for the 

patient 
who carries 
no weight 


Trademark 
[ORAL FAT EMULSION SCHENLEY] 
© provides extra calories — 150 per 
ounce, in easily utilized form, for 
quick gain in weight and strength 
e without excessive bulk—no un- 
due digestive burden...no reduc- 


tion in appetite for other foods 


¢ or cloying taste—delicious alone 
or with a variety of nutritious 


foods 
In 16-0z. bottles. 


SCHENLEY LABORATORIES, INC. 


LAWRENCEBURG, INDIANA 


© Schenley Laboratories, Inc. 


Continued from page 40 

New Coahoma County Hospital, Clarksdale, dedicated in 
November, has a capacity of one hundred beds. The medical 
staft includes Dr. T. G. Hughes, president; Dr. E. L. 
Wilkins, vice-president; Dr. Durward Blakey, secretary, Mr. 
Reed B. Hogan, administrator, Mr. William G. Montgomery, 
business manager and Mrs. Alma S. Foulks, director of nurs- 
ing. 

Dr. D. W. Hamrick and Dr. Lee L. Hasseltine have formed 
a partnership for the practice of ophthalmology and otolaryn- 
gology at the Hamrick Clinic, Corinth. 


MISSOURI 


Dr. Harry M. Gilkey, Kansas City, was installed president 
of Phi Beta Pi Fraternity at the annual meeting in Birming- 
ham, Alabama, in December. 

Dr. James W. Colbert, Jr., has been appointed dean of 
the St. Louis University School of Medicine, St. Louis, and 
will assume his duties in March. At 32 years of age he will 

the youngest dean of any major medical school in the 
United States. 

Dr. Vincent T. Williams, Kansas City, was appointed editor 
of the Journal of the Missouri State Medical Association, ef- 
fective January 1. 

Dr. James R. Amos, Springfield, who has been director of 
the Greene County Health Department since 1941, has been 
named director of the Missouri State Division of Health to 
fill the vacancy caused by the death of the late Dr. Buford G. 
Hamilton. 

Dr. Gustave J. Dammin, chairman, pathology department, 
Washington University School of Medicine, St. Louis, suc- 
ceeds Dr. Clinton Van Zandt Hawn as professor of pathology, 
Harvard Medical School, Boston, Massachusetts. 

Dr. Axel N. Arneson, of St. Louis, was insta!led president 
of the St. Louis Medical Society at the regular meeting of the 
Society on Tuesday evening, January 6. Dr. Jerome I. Simon 
is the retiring president. 

Dr. Harold F. Hoelscher, Warrenton, has been appointed 
county physician of Warren County. 

Dr. Stanley G. Legner, Perryville, has been assigned to the 
State Hospital at Camp Breckenridge, Kentucky, as chief of 
the Obstetric and Gynecological Surgery Division. 


Continued on page 50 
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BACIMYCIN 


Supplied: 


‘ 
combination of both antibiotics extends the broad 
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oral penicillin t.i.d. af Gr 


Just 1 or 2 Pentids Tablets t.i.d. are particularly effective . . . 
convenient, easy-to-take . . . cause fewer side effects . . . and are 
less than 2 the cost of the newer antibiotics. 


Bottles of 12 and 100. 


formulated for convenient t.i.d. dosage Pe nt 1 a ‘om 


Squibb 200,000 Unit Penicillin- Tablets 


*PENTIOS’ IS A TRADEMARK OF E. R. SQUIBB & SONS SQUIBB 


La 
..-for the more common bacterial infectious diseases 
— 
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For insomnia... you cam prescribe with safety 


~ 


non-barbiturate hypnotic 


Avenue 


os. or SAFE, SOUND SLEEP 


jwithout drug hangover 


weet The extraordinarily wide margin 


: of safety of DorMison permits 
£ Mh patients who awaken in the early 
“ morning and desire more sleep to 
Yrepeat the dose. Dormison is rapidly 
metabolized (one to two hours) 
so that there is no prolonged 
suppressive action. Patients awaken 
on rested and refreshed as from 
normal slumber. Dormison has no 
‘ cumulative effect, no toxic effects on 
prolonged use. There is no evidence 
to date that Dormison has 


habit-forming or addiction properties. 


DOSAGE: Two 250 mg. capsules are recommended, although many patients respond to one. 


DORMISON* (methylparafynol-Schering), capsules of 250 mg., bottles of 100. 


Selering CORPORATION, BLOOMFIELD, N. J. 


&NOSINYOd 
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If you are a user of old-type 
diathermy equipment 

ORDER YOUR NEW BURDICK 
DIATHERMY NOW 


June 30, 1953 is the deadline estab- 
lished by the F. C. C. for use of 
old-type diathermy equipment. 

In order for users to able to 
obtain conforming equipment in 
time for the deadline, orders must 
be placed immediately. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 


February 1953 


Orders placed now with a Burdick Ss 
authorized dealer for the MF-49 


F. C. C. approved diathermy will be 
filled within 90 days or less. 


Burdick dealers will be glad to 
demonstrate, in your office or their 
store, and without obligation, one 
of these Burdick F. C. C. approved 
units so that you can see its splendid 


performance before placing your 
order. 


= oauced J 
che the \ue 
preven d } ‘other — 
pointe ur put can factOF® ven all — 
eNicotime ers deficie™ geficien ffective 
ycot n uced muc tio — 
vi h entire 
a 
—— amount 20,249 ew 
ino acid «physiol Flakes: Tabi = 
yrA cO.., 
—— IN 
— aK 


Vo 


 AnImportant NOTICE 
Approve 
~ 
XN 
d 
| 
| 
| 
| 
wae 
| 
| $$ TT | 
| 
| 
4 


SOUTHERN MEDICAL JOURNAL 


you couldn’t prescribe it— 


so we had to make it 


Doctors have always wanted a formula for 
infant feeding that would be as close to human milk 
as nutritional science could provide. 


The problem was immense; the requirements were rigid; 
the need was great. Borden took up the challenge, ~ 

and after years of research and many trials Wiecs 
and clinical tests the goal was accomplished. BREMIL wn 
was made available to the profession. 3 


BREMIL is the first and, to date, the only infant food 
to achieve all of these prescription requirements: 


/ ,.. conforms to the fatty acid pattern of human milk 
... conforms to the amino acid pattern of human milk 


has a calei h us ratio (guaranteed minimum 11:1) 
adjusted to the pattern of human milk to prevent tetany 


. . supplies the same carbohydrate as human milk — lactose 
. . is vitamin-adjusted for standards of infant nutrition 

.. offers a human milk size particle curd 

.. is well-tolerated, digested, assimilated 


COSTS NO MORE PER DAY THAN ORDINARY FORMULAS 
REQUIRING VITAMIN ADJUSTMENT 


Clinical reference data and cumples on request. 
. Now in drug stores in 1 Ib. cans 


The BORDEN Company - 350 Madison Avenue + New York 17 


Prescription Products Division 
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Double scored 0.5 Gm. 
tablets. 
Botties of 100 and 1000. 


Syrup (0.25 Gm. Elkosin 
per 4 cc.), microcrystalline 
suspension in strawberry- 
flavored vehicle. 

Bottles of 16 fluidounces. 


4 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. oun 
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Ciba 
Presents 


A New Advance 
in Sulfonamide Safety ... 


BRAND OF SULFADIMETINE 


Remarkably low incidence of side effects — less than 5% 
Lowest acetylation yet reported — less than 10% in blood 
Adequate solubility — alkalis not needed 

Renal complications rare 


High, sustained blood levels 


WIDE ANTIBACTERIAL SPECTRUM 
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DESITIN Ointment 
proves in everyday prac- the ood liver ol) 
tice its ability to ease pain, "in WOUNGS (especially slow healing) 
renew vitality of sluggish / ulcers (decubitus, varicose, diabetic) 
cells,and stimulate smooth f Vs burns, perianal dermatitis 


tissue repair in lacerated, ific de 
non-specific rmatoses 
denuded, chafed, irritated, — 


ulcerated tissues—in con- 
ditions often resistant to NEE 
other therapy.t-3 


Protective, soothing, healing, Desitin Ointment is a non- 


irritating blend of high grade, crude Norwegian cod liver oil 
(with its unsaturated fatty acids and high potency vitamins A 


and D in proper ratio for maximum efficacy), zinc oxide, 


talcum, petrolatum, and lanolin. Desitin Ointment does not 


liquefy at body temperature and is not decomposed or 


washed away by secretions, exudate, urine or excrements. 


Dressings easily applied and painlessly removed. 
Tubes of 1 02z., 2 oz., 4 oz., and 1 Jb. jars. 


write for samples and literature 


eviticus, R.: Ind. Med. urg. 18:512, ’ 
DESITIN CHEMICAL COMPANY 2. Turell, R.: New York St. J. M. 50:2282. 1950. 


3. Heimer, C. B., Grayzel, H. G., and Kramer, B.: 


70 Ship Street © Providence 2,R.1. Archives Pediat. 68:382, 1951. 
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Continued from page 42 


Dr. Jerome I. Simon, St. Louis, was elected president of 
the Doctor's Medical Foundation at a recent meeting. 


NORTH CAROLINA 


North Carolina Chapter of the American College of Chest 
Physicians at its third annual meeting held in Asheville 
elected Dr. Leon Felman, president; Dr. Ralph E. Moyer, 
vice president; and Dr. Norman L. Anderson, secretary-treas- 
urer. 


Dr. Charles 1. Lahser has opened offices in Gastonia, prac- 
tice limited to pediatrics. 

Duke University School of Medicine, through a grant from 
the Doris Duke Foundation, has acquired a picture collection 
of famous physicians and medical scenes for the new Duke 
medical research building. Dr. J. Calvin Weaver, Atlanta, 
Georgia, has collected over a long period the 250 framed 
steel engravings. Duke Medical School Library also houses 
the Georgia Medical Society library, founded in 1804 at 
Savannah. 

Dr. Wiley D. Forbus, chairman of Pathology Department, 
Duke University School of Medicine, Durham, has been ap- 
pointed to the U. §S. Atomic Energy Commission's Division 
of Biology and Medicine. Dr. Forbus also serves as area con- 
sultant for the Veterans Administration and consultant to the 
Armed Forces Institute of Pathology. 

Duke University School of Medicine, Durham, has received 
a $9,928 March of Dimes grant for muscle research to combat 
polio by Dr. J. E. Markee, as announced by the president 
of the National Foundation for Infantile Paralysis and Dr. 
Hollis Edens, president of Duke University. Dr. Markee 
and Dr. Lennox D. Baker, Duke orthopedic surgeon, are mem- 
bers of the executive committee of the North Carolina Chapter 
of the foundation. 


OKLAHOMA 


Dr. Lewis J. Moorman, Oklahoma City, was elected presi- 
dent of the American Medical Writers’ Association at its 
recent meeting held in St. Louis, Missouri. 

Dr. John Reynolds, Muskogee, received a 50-year pin at a 
meeting of the East Central Oklahoma Medical Society. Dr. 
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Reynolds is an early day Indian Territory physician and for- 
mer mayor of Muskogee. 

Dr. Chesley M. Martin, Elgin, was honored recently when 
presented a gold watch and a silver tea and coffee service 
bearing the inscription ‘“‘Dr. and Mrs. C. M. Martin, Elgin, 
Okla., in appreciation of the many years of faithful serv- 
ice. 

Dr. L. A. Hahn, Guthrie, recently received a 50-year pin 
and life certificate at a meeting of the Logan County Medical 
Society. 

Dr. A. A. Walker and Dr. Claude Knight, Wewoke, have 
announced their joint practice of medicine and surgery. 

Dr. and Mrs. L. S. Willour, McAlester, recently celebrated 
their golden wedding anniversary. 

Dr. C. A. Traverse, Alva, recently attended postgraduate 
courses at the Cook County Graduate School of Medicine in 
Chicago. 

Dr. H. M. Prentiss, Nowata, has been named chief of 
staff, Nowata Hospital. 

Dr. James H. Holman has opened an office in Tipton for 
the practice of medicine. 

Dr. F. L. Flack, Enid, has been doing postgraduate work 
in obstetrics at Johns Hopkins University School of Medicine, 
Baltimore, Maryland, and Duke University School of Medi- 
cine, Durham, North Carolina. 


SOUTH CAROLINA 


South Carolina Surgical Society has elected Dr. Frederick E. 
Kredel, Charleston, president; Dr. George T. McCutchen, 
Columbia, vice-president; and Dr. William C. Cantey, Colum- 
bia, secretary-treasurer. 

Dr. Ed Proctor has located in Conway for the practice of 
general surgery. 

Dr. A. D. Couch, after serving in the Army for the past 
two years, has returned to Easley to practice medicine. 

Dr. Joel W. Wyman has reopened his offices in Anderson 
for the practice of dermatology. 

Dr. Grady Oliver is associated with Dr. M. J. Boggs, Abbe- 
ville, in the practice of general medicine. 


Continued on page 54 


creator of push-button controls 
now brings you an important 
edvance in X-Ray Technology: 


“DUOTECH” controt 


* 
UNIT 


with the “DUOTECH” you get 
consistently better results with 
MODERATELY PRICED equipment, 
formerly obtainable only 

with the most expensive! 


send today for free booklet > 


*“DUOTECH” Milliampere Second 
(MaS) Integrator gives a revolutionary 
concept of accuracy in radiographic 
quality control with the fastest 
possible time of exposure. You get 
radiographs of consistent density 
regardless of power line conditions or 
other factors ...and the shorter 
exposure time gives sharper detail. 


*The ‘“‘DUOTECH” Simplified 
Technique reduces the usual 3 
operational steps to 2. The Technician 
makes only 2 selections: MaS and 
PKV. It’s easier and faster, while 
giving complete protection to the 
X-ray tube. 


F. MATTERN MFG. CO. 


F. Mattern Mfg. Co. (CD Please send me free booklet | 
4635-59 No. Cicero Ave. about the ““DUOTECH"” 
Chicago 30, Illinois 0) Have your dealer call for | 
appointment | 
Name. | 


AdAd. 
City. State. Phone 
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_ Established beyond doubt is the clini- 
cal fact that minerals are as nutri- 
‘tionally essential as vitamins . 
mineralsand vitamins are interrelated 
in maintaining numerous vital phys- 


ing the interrelationship 
_ vitamins and minerals. Available in 5 


GRAVID (expectant and nursing 
. + SPECIAL GROUP imiddli 


vitamin-mineral cole 


es U.S. VITAMIN CORPORATION 
CASIMIR FUNK LABORATORIES, INC., affiliat } 
STREET, YORK 1 
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neuralgia 


muscular 
rheumatism 


muscular aches 
and strains 


PANALGESIC 


strong liquid analgesic and counterirritant for local application 


PANALGESIC is well absorbed, non-staining and virtually non-greasy 


CONTAINS 58 per cent absorbable salicylates with camphor and mentho) 


PROVIDES effective, long-lasting relief of neuralgias and myalgias 


Ethically promoted + Economically priced 


OYTHRESS 


{ WM. P. POYTHRESS & CO., INC. « RICHMOND 17. VIRGINIA 


DIRECTIONS: Apply with gentle 
massage to affected area three or 
four times a day. 

SUPPLIED in 2 oz. and half gallon 
bottles. 
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“The American “18” Pantrak = 


C-18-T) \s 


“ASEPTIC CONTROL 
4 by the 
SURGEON 


WITH A REMOVABLE 
STERILIZABLE 
CONTROL HANDLE 


Plus © Controls for circulating nurse. 


43 Track mounting for complete coverage of operating field. 


8 Offset spring-tensioned arm for vertical adjustment as 
well as illumination of lateral and perineal approaches. 


| AMERICAN STERILIZER COMPANY 
Pennsylvania 


if DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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Dr. Wayne Reeser is associated with Dr. 
Conway, in the practice of radiology. 

Dr. Harvey E. McConnell, Lancaster, has been awarded a 
fellowship in the American College of Surgeons. 

Dr. W. B. Jones has resumed his practice in Beaufort after 
being released from military service. 

Dr. Francis H. Gay is associated with Dr. James T. Green, 
Columbia, in the practice of orthopedic surgery. 

Sou Carolina Academy of General Practice has installed 

Tr. . H. Speisegger, Charleston, president, succeeding Dr. 
T. G. Goldsmith, Greenville. 

Dr. Willard Hearin and Dr. Lucius Cline, Greenville, have 
been called back to active duty in the Navy. 


O. R. Russell, 


TENNESSEE 
Middle Tennessee Medical Association has elected Dr. 
Taylor Farrar, Shelbyville, president-elect and Dr. Frank 
Witherspoon, Nashville, secretary-treasurer. 


New projects approved under the Hill-Burton Construction 
Program in Tennessee are the Washington County Health 
Center, Jonesboro, at a total cost of $65,000 including federal 
contribution of $33,800; and Lauderdale County Health Cen- 
ter, Ripley, at a total cost of $100,000 including federal 
contributions of $52,000, to supply fourteen additional beds. 

Baptist Hospital, Memphis, will have an addition increasing 
the hospital's capacity from 500 to 750 beds. A $5,871,987 
contract has been awarded a construction company to build 
this 13-story addition, work expected to begin by March 15. 

University of Tennessee College of Medicine, Memphis, 
through its general practice office, has announced a new 
type of postgraduate training designed for interested general 
practitioners from Tennessee, Arkansas, Missouri, Kentucky, 
Mississippi and Alabama. 

Dr. Merlin L. Trumbull, Memphis, was elected vice-presi- 
dent of the American Association of Blood Banks at its an- 
nual meeting held recently in Milwaukee, Wisconsin. 
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Dr. B. M. Overholt, 
trict surgeon for the L 
Dr. Kyle C. Copenhaver. 

Dr. Moore Moore, Memphis, member of the Board of Di- 
rectors, Southwestern University, since 1924, has been re-named 
to a four-year term. 


Knoxville, has been appointed dis- 
& N. Railroad, succeeding the late 


TEXAS 


Texas Surgical Society has elected Dr. George W. Waldron, 
Houston, president; Dr. Harriss Williams, Austin, first vice- 
president; Dr. Hub E. Isaacks, Fort Worth, second vice-presi- 
dent; Dr. Albert W. Hartman, San Antonio, Secretary; and 
Dr. Robert Sewell, Fort Worth, treasurer. 


Texas Association of Obstetricians and Gynecologists will 
meet in Fort Worth, February 13-14, under the presidency 
of Dr. George Adam, Houston. 

Texas Public Health Association will meet 
February 15-18. 


Dallas Southern Clinical Society will meet in Dallas, March 
16-19. 


in Galveston, 


Southwestern Medical School of the University of Texas, 
Dallas, recently received grants from the Dallas Heart Asso- 
ciation, $13,500 for research in cardiovascular diseases; from 
the Florence and Irv Walls Foundation, Inc., $1,000 for re- 
search in the Department of Surgery, under the direction of 
Dr. W. D. Weary; and from the United States Public Health 
Service for the period from April 1, 1953, through March 31, 
1954, $6,642 for research under the direction of Dr. Donald 
Seldin. 

Dr. Don Morris, Dallas, has been elected a charter member 
of the American Academy of Child Psychiatry. 

Dr. G. V. Brindley, Sr., Temple, has been elected to the 
Board of Regents of the American College of Surgeons. 

Dr. Mary Ruth Jackson, Dallas, has been elected president 
of the grand chapter of Alpha Epsilon Iota fraternity, whose 
thirty chapters are composed of women medical students. 

Dr. William F. Mengert, Dallas, was reelected secretary of 
the American Association of Obstetricians, Gynecologists and 


Dr. Paul Dudley Lamson recently retired as professor of Abdominal Surgeons at the recent meeting held in Hot 

pharmacology and head of the department, Vanderbilt Uni- Springs, Virginia. 
versity School of Medicine, Nashville, and became professor E 
of pharmacology, emeritus. Continued on page 56 
—xtorz—_. 

| Vein Stri 

: ein Stripper 

Charles R. Doyle, M. D., St. Louis, Mo. 


An instrument for the removal 
of varicose veins. The four 
stripping heads and the intro- 
ducing bead are interchange- 
able on either end of the 
instrument. Special stainless 
steel cable which will not kink 
or stretch. 


Complete as shown with tip 
holder and cable brace, cable, 
four stripping heads and one 
introducing bead, Stainless 
Steel $17.50 


\ 
A 
| a 
| Storz Instrument Company, 4570 Audubon Avenue, St. Louis 10, Mo. 
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to 


treat | 


supplement 


a carefully formulated g 
spasmodic—for effect 
which frequently int 
Each HASAMAL tab 
Phenobarbital........... mg. ( 4 gr-) 


Acetophenetidin.............. 162.5 mg. (24 ge) 
Hyoscine Hydrobromide............. 0.0011 mg 
Hyoscyamine Hydrobromide.......... 0.0325 mg. 


— bottles of 100, 500. and 


algesic ... anti- 
¢ relief of the pain and anzicty 
with recovery 


(WARNING: May be habit-forming) 


Acetylsalicylic Acid (Aspirin). . . 162.5 men (2% gr.) 


when severe pain demands 
more potent measures... 


HASACODE’ 
providing the actions of HAsAMAL plus codeine. 


Available im two codeine strengths — |; er. 
GIASACODE) and gr. (HASACODE “STRONG ). 


1000 tablets; HASACODE and HASACODE 
“STRONG, seemottics of 100 and 500 tablets. 


LES C. HASKELL & CO., 
RICHMOND VIRGINIA 
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Continued from page 54 


Dr. Raphael Mendez, director of the pharmacology labora- 
tories of the Cardiology Institute, Mexico City, Mexico, has 
been appointed lecturer in the department of pharmacology 
and toxicology, University of Texas Medical Branch, Gal- 
veston. 

Dr. Stanley W. Olson, formerly dean of the University of 
Illinois College of Medicine, Chicago, assumed new duties 
as dean of Baylor University College of Medicine, Houston, 
on January 1. 


VIRGINIA 


Virginia Obstetrical and Gynecological Society has installed 
Dr. John R. Kight, Norfolk, president; and elected Dr. Ches- 
ter L. Riley, Winchester, president-elect; and reelected Dr. 
Chester ID. Bradley, Newport News, secretary-treasurer. 

Virginia Diabetes Association has elected Dr. C. D. Nof- 
singer, Roanoke, president; Dr. Robert Bailey, Jr., Richmond, 
and Dr. Tom Edwards, Charlottesville, vice-presidents; and 
Dr. William A. Read, Newport News, secretary-treasurer. 

Virginia Society for Pathology and Laboratory Medicine has 
elected Dr. M. L. Dreyfuss, Clifton Forge, president; Dr. 
Arnold J. Rawson, Norfolk, vice-president; and Dr. W. D. 
Dolan, Arlington, secretary-treasurer. 

Virginia Urological Society has elected Dr. Warren W. 
Koontz, Lynchburg, president; Dr. T. B. Washington, Rich- 
mond, vice-president; and Dr. Wm. Russell Jones, Jr., Rich- 
mond, secretary-treasurer, reelected. 

Virginia Orthopedic Society has elected Dr. 
Jr., Danville, president; Dr. 
president; and Dr. 
urer. 


American College of Physicians will hold its annual re- 
gional meeting for the State of Virginia at Hampton, Febru- 
ary 26. Dr. Charles M. Caravati, Richmond, is governor of 
the College for Virginia and Dr. John McKee, Winchester, 
is chairman of the Virginia group. 

Dr. Richard J. Plunkett, Winnetka, has been 


Prentice Kinser, 
Bernard Packer, Richmond, vice- 
Allen M. Ferry, Arlington, secretary-treas- 
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Classified Advertisements 


FOR SALE—1 Gordon Armstrong Portable Baby Incubator, 
Model 500; 1 Shampaine #S-2640 Suval Obstetrical Delivery 
Bed W/S-2644 Mattress. Contact Levi Memorial Hospital, Hot 
Springs, Arkansas. 


WAN TED—Recent graduate with at least one year internship 
and preferably one year residency who desires graduate in- 
struction in gastroenterology, endocrinology, diabetes, etc. 
Apply to: Seale Harris Clinic, 2219 Highland Avenue, Birming- 
ham, Alabama. 


FOR SALE—New Picker Army X-Ray Unit, 30 M.A., com- 
plete with mobile base. $1175.00 F.O.B., Atlanta, Georgia. 
A. H. Smullian & Company, P. O. Box 4867, Atlanta, Georgia. 


ENT RESIDENTS WANTED—EENT HOSPITAL, averages 
50,000 out-patient visits annually, adequate supervision, in- 
struction, surgery under board men. Apply at once: EENT 
Hospital, 145 Elk Place, New Orleans 12, Louisiana. 


FOR SALE—General and surgical practice. Owner retiring. 
Practice largely Urology and Gynecology. Established 50 
years. Practice located in same offices for twenty-eight years 
in southern city of 350,000; million population from which 
to draw. Will introduce. Contact SI, c/o SMJ. 


WANTED—Physician for Alabama State Mental Institution. 
Salary $6,600.00 to $7,800.00. Must be licensed. Contact 
Steward, The Alabama State Hospitals, Tuscaloosa, Alabama. 


secretary of the newly established Committee on Mental 


Health of the American Medical Association. 
Dr. Harold W. Kinderman succeeds Dr. Herman L. Whit- 
Continued on page 58 


FOR SALE—In Florida city on East Coast, completely fur- 
nished office, equipment, including X-ray unit. Also a two- 
bedroom furnished apartment above office. In general prac- 
tice, owner retiring. All for $25,000. Contact FP, c/o SMJ. 


TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical practice of Drs. Beverly R. 
Tucker, Howard R. Masters and James 
Asa Shield. 


The Tucker Hospital is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, me- 
dicinal exercises, hydrotherapy and phys- 
iotherapy. The Hospital is large and 
bright, surrounded by a lawn and shady 
walks, large veranda and has a roof 
garden. It is situated in the best part of 
Richmond and is thoroughly and mod- 
ernly equipped. The nurses are specially 
trained in the care of nervous cases. 


LaMOTTE 
BLOOD CHEMISTRY 
OUTFITS 


A complete line of approved Blood Chemistry 
Outfits, simplified so as to render accurate 
results with minimum time and operation. 


Units available for 


Albumin and Sugar in pH of Urine 


Urine Phenolsulfonphthalein 
Alcohol in Blood and (Block-T ype) 

Urine Phenolsulfonphthalein 
Alveolar Air COz Tension (Roulette Type) 


Bilirubin in Bl 
Loss in Body 


Fluids i 
Bromides in Blood Urine 


Sulfonamides (Blood and 
Chlorides in Blood Urine) 


Specific Gravity (Blood 
and Body Fluids) 


Cholesterol in Blood Thiocyanate 
Creatinine in Blood Thymol Turbidity Test 
Gastric Acidity Urea in Blood 


Hemoglobinometer 
Icterus Index (Pigford) 
Icterus Index (Micro) Urinalysis 

Kline Test for Syphilis Vitamin C in blood and 
pH of Blood Urine 


Information on above cheerfully furnished 


If you 2 not have The LaMotte Blood Chemistry 
Hand , @ complimentary copy will 
sent upon request. 


Urea in Urine 
Uric Acid in Blood 


LaMotte Chemical Products Co. 


Towson, Baltimore 4, Md. 


Dept. S 
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Stearns, N. S., and Ellis, L. B.: Acute Effects 
of Intravenous Administration of a Prepara- 
tion of Veratrum Viride in Patients with 
Severe Forms of Hypertensive Disease, New 
England J. Med. 246:397 (Mar. 13) 1952. 
Kauntze, R., and Trounce, J.: Treatment of 
Arterial Hypertension with Veriloid (Vera- 
trum Viridey, Lancet 2:1002 (Dec. 1) 1951. 
Wilkins, R. W.: Recent Experiences with 
Pharmacologic Treatment of Hypertension, in 
Bell, E. T.: Hypertension, A Symposium, 
Minneapolis, Univ. Minn. Press, 1951, p. 492. 
Kauntze, R.: Medical Treatment of Hyperten- 


sion, Proc. Royal Soc. Med. 45:276 (May) 1952. 


the “Parenteral Solutions of 


Veriloid 


Brand of Alkavervir 


For Rapid Response in 


Hypertensive States Accompanying 
Cerebral Vascular Disease 


Malignant Hypertension 
Hypertensive Crisis (Encephalopathy) 
Toxemias of Pregnancy 
Pre-eclampsia 

Eclampsia 


In SEVERE hypertensive states in which 
prompt relief of distressing symptoms is im- 
perative or in which continued elevation of 
arterial tension may become life-threatening, 
the parenteral solutions of Veriloid offer a 
valuable means toward these therapeutic ob- 
jectives. They are contraindicated only in 
pheochromocytoma, aortic coarctation, digi- 
talis intoxication, and high intracranial pres- 
sure not secondary to hypertension. 

Since the parenteral solutions of Veriloid are po- 
tent hypotensive agents, physicians should famili- 
arize themselves thoroughly with their actions and 
details of dosages and administration, as presented 
in the leaflet packed with each ampul. 


Original Research Products of 


RIKER LABORATORIES, INC. 


8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 


4 
j 


Z 
Z, 
Z 
INTRAMUSCULAR VERILOID 
Injected deep into the muscle, 
single dose attains its maximum | 
hypotensive response in 60 to 90 _ 
minutes. BY repeated injection 
every 3 t 6 hours, the plood a 
pressure may be kept depressed . 
SOLUTION 
INTRAVENOUS VERILOID 
Given in proper dilution slowly 
by vei, Solution Intravenous 
Veriloid usually reduces both the 
systolic and diastolic plood pres 3 
sures in 4 matter of minutes — ia 
entirely within the control of the 4 
physician. This valuable emet- 
gency drug frequently proves to gi 
be life-saving reasure- 
4 
a 


A MONTHS AVERAGE BLOOD 
RESSURE UNDER MILD SEDATIO 


BLOOD PRESSURE (mm. Hg) 


° 1 2 3 4 5 6 7 
WEEKS OF TREATMENT 
DAILY DOSE OF VERILOID, 9 mg. 


The therapeutic effect of Veriloid shown above was reported by 
Kauntze and Trounce in Lancet, December 1, 1951. As with all 
other hypotensive drugs, not every patient will respond equally 
well. But diligent patient supervision, careful adjustment of dosage 
and modus vivendi, and the safety factor inherent in the side actions 
of Veriloid will produce similar results in a goodly percentage of 
patients, a percentage high enough to merit the use of Veriloid in 
every case of hypertension, for a period long enough to determine 
the patient’s response. 


RIKER LABORATORIES, INC., 8480 BEVERLY BLVD., 


Veriloid is available in three & 
sage forms: Veriloid (plain) in|, 
2, and 3 mg. scored tablets; dosagt 
9 to 15 mg. daily.## Veriloid wit 
Phenobarbital (Veriloid-VP), eat 
scored tablet presenting Veriloid ? 
mg. and phenobarbital 15 mg.## 
Veriloid-VPM, each scored tablet 
containing Veriloid 2 mg., pheno 
barbital 15 mg., and mannitol her 
anitrate 10 mg. Initial recom 
mended dosage for VP and VPM, 
1 to tablets t.i.d. or 


LOS ANGELES 48, CALIE 


case briefs from publis ed reports 
| 
AVERAGE BLOOD pressure 
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Valentine product... 


for more effective control of gastric hyperacidity. 
Particularly indicated in peptic ulcer, “heartburn” of pregnancy, gastric 
hypermotility, chronic dyspepsia and other functional indigestions. 


acichek 


VALENTINE 


A combination of dihydroxy aluminum aminoacetate, 
N.N.R., sodium carboxymethylcellulose and glycine. 


e acts almost immediately to give prompt relief 
from gastric distress 


e maintains a desirable pH of gastric contents for 
hours with no depression of peptic activity 


e produces neither secondary acid rise nor 
systemic alkalosis 


e provides a mild, physiologic corrective of 
constipation 


e easily and acceptably administered in tablets 
which require no chewing 


Supplied in bottles of 
oo 100 and 1000 tablets. 


7 VALENTINE COMPANY, INC. 
pid 2 Richmond 9, Virginia 


or 
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Continued from page 56 


more, deceased, as chief medical director of the State Peni- 


tentiary system. 


World Medical Association will hold its first western 
hemisphere conference in Richmond, April 23-25, meeting 
jointly with the Pan American Medical Confederation. Dr. 
Louis H. Bauer, Hempstead, New York, is secretary-general 
of the World Medical Association. 

Dr. Thomas Harrison Hunter, formerly associate dean, 
Washington University School of Medicine, St. Louis, Mis- 
souri, has been appointed dean of the University of Virginia 
School of Medicine, Charlottesville, effective February 1. Dr. 
Arthur Ebbert, Jr., has been appointed assistant to the dean. 

Dr. F. J. Spencer has resigned as health officer of the 
Giles-Montgomery-Radford Health District. 


Dr. William Branch Porter, professor of medicine, Medical 


College of Virginia, Richmond, was recently honor by his 
former residents when presented a scroll which read: “In 
recognition of his many years of devoted service, unfailing 


interest, and inspirational teaching as professor of medicine 
at the Medical College of Virginia, we, his former residents, 
honor our esteemed teacher . . « by founding the William 
Branch Porter Society.’ 


Aminophyllin... 


a ‘most effective single agent 


for prompt relief” of severe 


bronchial asthma 


“useful as a peripheral vasodilator and 
myocardial stimulant’”’ in 
pulmonary edema 


paroxysmal dyspnea 
of congestive heart failure 


Cheyne-Stokes respiration 


H. E. DUBIN LABORATORIES, 
N 


4 St. - New York 17 
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WEST VIRGINIA 


West Virginia Heart Association has installed Dr. W. Fred 
Richmond, Beckley, president; and elected Dr. Walter C, 
Swann, Huntington, president-elect; Dr. Francis J. Gaydosh, 
Wheeling, vice-president; and Dr. William E. Bray, Hunt- 
ington, secretary. 


The 29th Annual State Health Conference will be held in 
Charleston, Daniel Boone Hotel, May 7-8. 

Dr. Donald K. McIntyre, Berkeley Springs, has been re- 
leased from military service and has located at Charles Town 
for general practice. 

Dr. Philip W. Warga, Parkersburg, has moved to Athens, 
Georgia, where he will serve as pathologist on the St. Mary's 
Hospital staff. 

Dr. Charles W. Moorefield, Killarney, has moved to Ber- 
win. 

Dr. C. Leonard Brown has moved from Point Pleasant to 
Louisville, Kentucky, where he has accepted a_ surgical 
residency at the new Veterans Hospital. He plans to return 
to West Virginia to practice after completing his residency. 


Dr. William V. Crabtree, Cass, has moved to St. Marys 
where he will continue in general practice. 


aminophyllin 


(theophyiline-ethy! 


readily 
soluble for 
rapid 
therapeutic 
effect. 


TABLETS AMPULS 
POWDER 
SUPPOSITORIES 


INC. 


Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Grounds 600 Acres — Buildings, Brick 


Fireproof — Comfortable — Convenient 
Site High and Healthful 


—. W. ALLEN, M.D. H. D. ALLEN, M.D. 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 


CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 
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WESTBROOK SANATORIUM 


eA’ private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and ‘THOMAS EF. COATES, M.D. 
mental disorders and problems of — 


REX BLANKINSHIP, M.D. 
Medical Director 


R. H. CRYTZER, Administrator 
addiction. 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


Browne-M cHardy Clinic 


@ Diagnostic and 
Facilities 


@ Internal Medicine and 
Gastroenterology 


@ Surgery = 
@ Gynecology and Obstetrics 
@ Radiology—X-ray and ke | 
@ Laboratory and Research 48 ie 


@ Hotel facilities available = 


3636 ST. CHARLES AVENUE 
Phone UPtown 9580 ° New Orleans, La. 


: 
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Saint Albans Sanatorium 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


James P. King, M.D. 
Director 


James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 


James L. Chitwood, M.D. 
Medical Consultant 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational 
Therapy 


Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 
Jas. N. BRawner, M.D. Jas. N. BRAwner, JRr., M.D. ALBERT F. Brawner, M.D. 


MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P. O. Box 218 Phone 5-4486 


Vo 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of pa- 
tients. All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each 
floor. Also a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above 
sea level, overlooking the city, and surrounded by an expanse of beautiful woodland. Ample provision made for 
diversion and helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nerv- 
ous and mental disorders, alcohol and drug habituation. 


Appalachian Hall is located in Asheville, North Carolina. Asheville justly 
claims an unexcelled all year round climate for health and comfort. All 
natural curative agents are used, such as physiotherapy, occupational ther- 
apy, shock therapy, outdoor sports, horseback riding, etc. Five beautiful 
golf courses are available to patients. Ample facilities for classification of 
patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 


Appalachian Hall, Asheville, N. C. 


Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: 
ALEXANDER G. BROWN, JR., M.D. 
MANFRED CALL, Ill, M.D. 
M. MORRIS PINCKNEY, M.D. 
ALEXANDER G. BROWN, III, M.D. 
JOHN D. CALL, MD. 


Obstetrics and Gynecology: 
WM. DURWOOD SUGGS, M.D. 
SPOTSWOOD ROBINS, M.D. 


Orthopedics: 
BEVERLEY B. CLARY, M.D. 
Pediatrics: 
CHARLES P. MANGUM, 
ALGIE S. HURT, M.D. 


Ophthalmology, Otolaryngology: 
W. L. MASON, M.D. 


Pathology: 
REGENA BECK, M.D. 


Director: 


iology: 
FORREST SPINDLE 


Surgery: 
A. STEPHENS GRAHAM, M.D. 
CHARLES R. ROBINS, JR., M.D. 
CARRINGTON WILLIAMS, M.D. 
RICHARD A. MICHAUX, M.D. 
CARRINGTON WILLIAMS, JR., M.D. 


Urological Surgery: 
FRANK POLE, M.D. 


Oral Surgery: 
GUY R. HARRISON, D.DS. 


Roentgenology and Radiology: 
FRED M. HODGES, M.D. 
L. O. SNEAD, M.D. 
HUNTER B. FRISCHKORN, JR., M.D. 
WILLIAM C. BARR, M.D. 


Physiotherapy: 
IRMA LIVESAY 


CHARLES C. HOUGH 


THE WALLACE HOSPITAL 


W. R. WALLACE, Superintendent 


Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 


Vol. 
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Our convalescent home is lo. 
cated on the Sanatorium 


The home is especially de- 
signed and fitted for the 
care of elderly people. 


CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, ROUTE 10, BOX 288 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LeGrange Road, five miles east of the city limit 
—accessible to U. S. Highway 70 (Bristol Highway) 


Situated on a sixty-six acre tract of wooded land and rolling fields, the 
environment is conducive to amelioration of the symptoms of emo- 
tionally disturbed patients 


Modernly equipped with adequate facilities for phvsical and hydro- 
therapy, electroshock, and insulin therapy 


Special emphasis is laid on recreational and occupational therapy 


Adequate nursing personnel assures individual attention to each 
patient 


The main building and hospital department of the Sanatorium is 
shown above 


FAIRFIELD 


Grounds 
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superior stability 


Superior stability . . . making refrigeration 
unnecessary, permitting safe\autoclaving with 
the formula and assuring the \itamin potency 
you prescribe .. is but one of Yee exceptional 
qualities of Poly-Vi-Sol. 

Superior flavor that assures patient accept- 
ance.. and superior dispersibility in formula, 
fruit juice or water... are among additional 
advantages provided by all three of Mead’s 
water-soluble vitamin preparations. 


Poly-Vi-Sol 
MEAD & COMPANY MEAD 


Evansville 21, Ind., U.S.A. 


Vitamin A | Vitamin | Ascorbic Acid | Thvamine | Riboflavin | Niacinamide 
POLY-VI-SOL® 5000 1000 | 50mg. | Img. | 0.8mg.| 5 mg. 
Each 0.6 cc. supplies Units Units 
TRI-VI-SOL® 5000 1000 | 50 mg. 
Each 0.6 cc. supplies Units Units 
CE-VI-SOL 50 mg. 
Each 0.5 ccosupplies 
All vitamins are present in synthetic (hypoallergenic) form. , 
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Clinicians are reporting on 


NEO-PENIL* 


... the new, long-acting derivative of penicillin 


.. about its ability to concentrate in the lung: 


““... concentrations of this drug in the lungs after intramuscular injection are 
five to ten times higher than those of benzylpenicillin [penicillin G].”" 


..» about its ability to concentrate in sputum: 


““Neo-Penil gave rise to significantly higher concentrations of penicillin 
in bronchial secretions than did procaine penicillin . . .”” 


... about its effectiveness in bronchopulmonary disease: 


“Our own evidence would indicate that it is a more effective form of penicillin 
in patients with chronic pulmonary emphysema and bronchopulmonary infection.’ 


“This compound appeared to have a unique value in respiratory infections due 
to gram-positive bacteria.” 


Bibliography: 1. Barach, A.L., et al.: Bull. New York Acad. Med. 28:353 (June) 1952. 
2. Flippin, H.F., et al.: Report distributed at the Chicago Session of the A.M.A. (June) 1952. 
3. Segal, M.S., et al.: GP, in press. 

Now available in two sizes. 


‘Neo-Penil’ is available at retail pharmacies, in silicone-treated vials of 500,000 units 
(single-dose) and 3,000,000 units (Multi-Dose). Full information about ‘Neo-Penil’ 
accompanies each vial, or may be obtained by writing to: 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for penethamate hydriodide, S.K.F. 
(penicillin G diethylaminoethyl ester hydriodide) Patent Applied For 
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in the hands 
of the physician 


Often the critical evaluation of the 
drug to be administered is as im- 
portant to the patient's recovery as 
is the diagnosis of his condition. In 
each case correct procedures can be 
determined only by the physician. 
CHLOROMYCETIN is eminent among 
drugs at the disposal of the medical 
profession. Clinical findings attest 
that, in the hands of the physician, 
this widely used, broad spectrum 
antibiotic has proved invaluable 
against a great variety of infectious 
disorders. 


notably effective 


The many hundreds of clinical reports on CHLOROMYCETIN emphasize 
repeatedly its exceptional tolerance as demonstrated by the infrequent 
occurrence of even mild signs and symptoms of gastrointestinal distress 
and other side effects in patients receiving the drug. 


Similarly, the broad clinical effectiveness of CHLOROMYCETIN has 
been established, and serious blood disorders following its use are rare. 
However, it is a potent therapeutic agent, and should not be used indis- 
criminately or for minor infections—and, as with certain other drugs, 
adequate blood studies should be made when the patient requires pro- 
longed or intermittent therapy. 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a varicty 

of forms, including: 

CHLOROMYCETIN Kapseals,® 250 mg., bottles of 16 and 100. 

CHLOROMYCETIN Capsules, 100 mg., bottles of 25 and 100. 

CHLOROMYCETIN Capsules, 50 mg., bottles of 25 and 100. 

CHLOROMYCETIN Ophthalmic Ointment, 1%, %-ounce collapsible tubes. 


CHLOROMYCETIN Ophthalmic, 25 mg. dry powder for solution, 
individual vials with droppers. 


DETROIT. 
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